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GUEST EDITORIAL 


Unjust Criticisms of the Rural Practitioner 


ANY times the general practitioner who does rural practice is severely criticized 

for the poor grade of medicine which he practices. Without a doubt, some of the 

work which he does justly merits this criticism. There are, however, certain circum- 
stances which should be considered before too much blame is attached to him. 

In this brief article, it is proposed to take some of the common objections to the 


work of the rural practitioner and give rebuttal. 


I. THe Country Puysictan Does Too Mucu Work To Do It WELL 

Many times this is very true. The writer has had opportunity to talk with many 
physicians in larger cities and has been shocked at their lack of understanding of the 
reasons for this although they seem self-apparent. 

When one is practicing in the city, there is in most cases an ample supply of brother 
physicians. It is quite easy to allow any excess patients to go elsewhere and it is easy 
to get a colleague to take over for a day or two quite frequently. In the average small 
town, one just cannot do this. May I cite a crude example: When Mrs. Jones, whom 
you have known for ten vears, calls up very frightened about her baby, you see the 
Jones baby without regard to how hard you work. You have to. There is nobody else. 

One certain way for the rural physician to lose the confidence of his patients is for 
him to start limiting his practice without regard to what work needs to be done. The 
only answer to this is to get more men into the rural areas. Those who are already 
there are grossly overworked and, in the author’s opinion, are doing a splendid job 
with the time they have. 

It certainly does not help to criticize a man who is doing his best to perform a 
staggering task. When one sees a problem that has not had proper consideration before 
referral, it is well to remember that lack of time, not lack of knowledge, may be the cause. 


II. A Country Doctor Dots Not Keep Up 

Undeniably this criticism is justified in some instances. Equally undeniably, the 
criticism arises mainly from a difference in viewpoint. 

The average general practitioner has not the time to become cognizant with the latest 
trends of research. His scope of work makes it necessary that he be interested mainly 
in the practicalities of any situation. Reading time is limited. True, many men take 
a few tentative trials at plunging into literature and then give the whole thing up as a 
bad job. By and large, however, the majority of rural physicians do what reading and 
study they can. 

To repeat: of necessity this reading must be intensely practical in nature. Because 


a man does not know the advanced research in a subject does not mean that he is ignorant. 
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It is surprising that in this day of flourishing medical periodicals there is very little 
literature directed to and entirely suitable for the general practitioner. By far the 
majority of all that is published is written without knowledge of, or without consid- 
eration for, intensely practical aspects of the subject. 

Until quite recently, the general practitioner was the great forgotten man of med- 
icine. He was the draft horse—and all the attention was given to the race horses. Only 
within the past decade has an intensive effort been made to bring the advantages of 
postgraduate training to the general practitioner on a large scale. Results have been so 
very gratifying that plans are under way in a score of institutions to enlarge the scope 
of general practice postgraduate education. 


III. THe GENERAL PRACTITIONER Does Not REFER CAsEs SOON ENOUGH 


There is a basis for this statement in perhaps a third of the cases in which it is 
made. Obviously, if the general physician referred everything “soon enough”, he 
4 would have no medical work of any kind to do except to tell patients which specialist 
to see. Many diseases are difficult to diagnose in their earlier stages by anyone, gen- 
eral practitioner and specialist alike. Any physician is certainly justified in a brief 
period of observation and study in an unknown disease which does not appear to be 
threatening the patient. 





Carelessness in adequate referrals by the general practitioner does occur and it should 
not be condoned. 

Another facet of the problem that seems never to occur to the majority of men who 
discuss this subject is that a referral requires two people. The patient is concerned 
as well as the doctor. The average patient will not consent to an expensive referral or 
consultation unless he is thoroughly convinced that his illness warrants it. In the 
earlier stages of many illnesses, the patient is not so convinced. ‘To insist would merely 
mean the loss of the patient—probably to an irregular practitioner. This part of the 
problem is frequently shrugged off—but only by men who have not had opportunity 
to experience it. 

Once again, more time is the crux of the matter. When a physician has time to do 
a detailed examination and to work up each case thoroughly, his referrals will be more 
accurate. 

When one refers a patient, he usually refers him for one specific job. It is a little 
disturbing to find that patient returning five hundred dollars poorer and with his 
medical needs all planned for the next three years—plans in which the general 
practitioner has no place except to get blamed by the patient for the expensive and 
extensive work-up. This is probably just bitterness and the author apologizes for it. 





IV. THe GENERAL PRACTITIONER TRIES WorK Too COMPLICATED For Hii 


This is undeniably true in far too many instances; however, I would defend the 
general practitioner on the basis that nobody has tried to teach him what his capa- 
bilities and his limitations are. 

All the way through medical school, the abilities of the general man are played 
down. The student, in many cases, graduates with the thorough-going understanding 
that he cannot do anything without at least three years of residency. Then he enters 
practice and finds out much to his amazement that his results are quite good. Having 
no basis for comparison, he lets all bars down, tries anything he can get by with. 
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Medical teaching to the contrary, the results are not disastrous. As a matter of 
fact, his individual pieces of work usually turn out quite well. It may be some years 
before he learns to his sorrow that the over-all morbidity and mortality rate is not 
so satisfactory as he had thought. 

Undergraduate and graduate training in general practice will do much to correct 
this. “Snarling” at the general practitioner will do nothing, for he only feels that the 
conflict is on a monetary basis. As in all disputes, sympathetic understanding is the 
basis for settlement. 

It is a sincere wish of this writer that a better understanding and liason between the 
country practitioner and his urban colleague arise in the future. Much progress can 
be made in giving better medical care when such understanding becomes a fact. 


Pau WILLIAMSON, M.D., 
Director of the General Practice Program, 
University of Tennessee. 


See editorial comment by Dr. John O. Boyd, President of the Virginia Academy of 
General Practice. 





Floral Eponym 
MICONIA 
Francisco M. Micon, b. 1528 
The Spanish physician after whom Miconia is named was born at Vich, on May 28, 
1528, and studied at Salamanca. The date of his death is unknown. He wrote a 
treatise on the value of cold water in therapy. 
Miconia is a genus of hundreds of tropical trees and shrubs of America. 
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NEUROSURGICAL METHODS FOR THE RELIEF OF 
SEVERE INTRACTABLE PAINt 


C. C. CoLEMAN, M.D.,* 
J. M. MerepiruH, M.D.,* 
C. E. TRoLtanp, M.D.,* 


Richmond, Virginia. 


INTRODUCTION: In recent years because of ad- 
vances in our knowledge of neuroanatomy and neu- 
rophysiology, together with improvements in surgical 
technique and in anesthesia particularly, neurologi- 
cal surgeons have been able to utilize a greater va- 
riety of techniques for pain relief in severe in- 
tractable cases, such as in those due to locally in- 
vasive or widely metastasizing carcinoma, in which 
a cure of the primary disease is no longer possible, 
pain in the extremities not due to malignancy, such 
as intermittent claudication, and other forms of 
ischemic vascular disease, causalgia, phantom limb 
pain etc. With the aid of the improvements and 
advances in our knowledge just cited, surgeons have 
become bolder and bolder in their attack on the 
intractable pain problems frequently present in prac- 
tically all services of general hospitals, at one time 
or another, ascending, for instance, in nerve root 
and spinothalamic tract sections up the cord from 
the thoracic to the cervical region, to the medulla, to 
the mesencephalon and even to the sensory cerebral 
cortex itself. Sympathectomy of one type and loca- 
tion or another is much more widely utilized for 
relief of intractable pain as well as for other non- 
painful lesions than it was even a short decade ago. 
Anterior frontal lobotomy (either unilateral or bi- 
lateral) has been added to the’ surgical armamen- 
tarium for its pain relieving abilities, although the 
procedure was first universally utilized about fif- 
teen years ago primarily as a surgical method for 
the relief of certain psychoses. Angina pectoris can 
now be relieved by bilateral upper posterior thoracic 
rhizotomy or by alcohol injection of upper thoracic 
sympathetic ganglia, or by sympathetic ganglionec- 
tomy itself. Herpes zoster remains as one of the 
most, if not the chief, painful lesion, relief of which, 
to a reasonable degree, has yet to be achieved sur- 
gically, or otherwise, although progress is reported 





*From the Department of Neurological Surgery, Med- 
ical College of Virginia, Richmond. 

+Amplification of Paper Read at the Annual Meeting 
of The Medical Society of Virginia at Virginia Beach, 
October 10, 1951. 


even for this very intractable pain syndrome (see 
below)... 

In the last ten to twelve years, literally scores of 
papers have appeared from neurological and neuro- 
surgical clinics both in this country and abroad havy- 
ing to do with this very important problem: i.e. 
satisfactory and adequate relief of severe, intrac- 
table pain by neurosurgical procedures. The present 
paper is directed toward summarizing the knowl- 
edge gained by a perusal of a large number of these 
papers, to which have been added additional notes 
concerning our own personal clinical experience with 
the various neurosurgical procedures employed, and 
their relative effectiveness in our hands. 

Even to-day, it must be said, as emphasized by 
Troland! in 1949, that “all too few sufferers from 
intractable pain are afforded relief by the best avail- 
able means.” It appears certain at the present time 
that one of the reasons for this state of affairs is 
the general lack of awareness of a large section of 
the medical profession as to the availability, efficacy 
and low operative mortality of the pain-relieving 
measures employed to-day. Another reason is the 
laissez-faire attitude all too frequently encountered 
in the presence of inoperable cancer. If the patient 
has only a few short weeks of life expectancy left, 
major spinal and intracranial pain-relieving pro- 
cedures scarcely appear justified and, in fact, some 
of our leading neurosurgical clinics to-day refuse to 
carry out cordotomy in drug-addicted patients, as the 
post-operative relief, if any, in such patients is so 
complicated by “withdrawal” symptoms from disuse 
of opiates post-operatively, that frequently the pa- 
tient, his relatives, the family doctor and the surgeon 
are far from satisfied with the over-all ultimate re- 
sult. 

In any consideration of surgical measures for 
relief of severe intractable pain, some limitation in 
subject material covered is imperative because of time 
and space limitations alone, and also because some 
of the painful non-malignant entities, such as her- 
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aiated lumbar or cervical discs, tic douloureux of the 

th and 9th cranial nerves, the scalene and cervical 
ib syndrome, et cetera, have long been well de- 
cribed by many writers and their relief by operation 
is now standardized in all neurosurgical clinics. Such 
lesions will not be considered in this paper. 

The emphasis in this discu‘sion will be on relief 
of pain wherever it may be in the body due to in- 
operable cancer and cther malignant lesions, but 
mention also will be made of operations for relief 
of intractable non-malignant pain associated with 
peripheral blood vessel diseases, pain due to angina 
pectoris, painful scars, herpes zoster, amputation 
stump pain, phantom limb, causalgia and other mis- 
cellaneous conditions. The procedures utilized in- 
clude operations on the central and peripheral nervous 
system, and also on the s)mpathetic nervous system. 


(1) Injections of novacaine and/or alcohol. 


TABLE I. 
METHODS OF PAIN RELIEF 

(1) Injections of novacaine and alcohol. 

(a) Local (scar, etc.) 

(b) Paravertebral (sympathetic) 
(c) Caudal (extradural block) 
(d) Intrathecal (for CA) 

(Juite occasionally, we are ccnfronted by patients 
who have painful scars—post-operative or post-trau- 
matic. If one or two novocaine injections completely 
relieves the pain for an hour or two and it then 
returns, one may feel sure that excision of the scar 
probably will do so permanently. 

Paravertebral (sympathetic) blocks are used for 
White 
have injected many patients with angina pectoris 


a variety of conditions. and Smithwick* 
(placing novocaine and alcohol in the region of the 
upper thoracic ganglia, paravertebrally). Other sur- 
geons prefer direct operative attack by dividing the 
posterior thoracic spinal roots intradurally (lamin- 
ectomy) or by removing the upper thoracic sympa- 
thetic ganglia as the method of choice for the sur- 
gical treatment of angina pectoris in patients who 
are otherwise in reasonably good physical condition.* 

Stellate ganglion block, with novocaine, is now 
utilized (in addition to its widespread use in cerebral 
thrombosis to-day) for the “painful shoulder syn- 
associated with an inflamed suba- 


drome” often 


cromial or subdeltoid bursa. We still occasionally 
resort to lumbar sympathetic ganglion block in pain- 
ful phlebitis (post-operative or post-partum), not 
only to accelerate recovery from the phlebitis, but 
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also for its pain-relieving ability associated with in- 
creased warmth and dryness of the extremity, which 
follows almost immediately after such a procedure. 
In cases of phantom limb, or causalgia in an extremity 
from an incomplete nerve injury, or in amputation 
stump pain, two or three or more novocaine sympa- 
thetic blocks cf the affected extremity achieve a two- 
fold 


indefinite relief of the pain; (b) Serves as a criterion 


purpose: (a) Temporary and, occasionally, 
as to the permanent efficacy of sympathetic ganglion- 
ectomy, i.e., definitely indicated if the novocaine 
blocks have achieved temporary relief. 

Caudal (extradural) novocaine block, in which 
70-80 cc. of %% novocaine in normal saline solu- 
tion are introduced through the caudal notch of 
the lower spine, may afford relief in those patients 
with more or less nondescript pain in the lower 
back and legs, in whom pantopaque study of the 
subarachnoid space has shown no protruded disc, 
tumor or other surg‘cal lesion. In this procedure, 
the solution is placed extradurally and bathes the 
nerve roots in the sublaminal spaces en route to 
their points of emergence from the spinal canal. 

Subarachnoid alcohol injection, usually at the 
level of the 3rd lumbar interspace, is a very helpful 
procedure in severely debilitated patients with a short 
life expectancy who prebably would not tolerate 
bilateral upper 
4 


thoracic cordotomy (as in terminal 
cancer cases). This technique is carried out via 
an ordinary spinal puncture; 0.5 to 0.8 cc. of absolute 
alcohol is introduced into the lumbar subarachnoid 
space and may be repeated on the other side if nec- 
essary in two or three days. Patchy hypoesthesia of the 
involved leg results without motor weakness or per- 
manent bladder paralysis. It is a valuable, albeit 
simple, manoeuver to employ when major surgical 
procedures would be contra-indicated due to the de- 
hilitated condi.ion cf the patient. 

(2) Operations on pain tracts in the spinal cord, 

brain stem and cerebral cortex; rhizotomies. 


TABLE II, 


METHODS OF PAIN RELIEF 
(2) Operations on cord, brain stem and cerebral 
cortex; rhizotomies. 
(a) Spinothalamic cordotomy (upper thoracic). 
(b) Medullary and mesencephalic 
(or high cervical cordotomy). 
(c) Rhizotomy, including 5th and 9th cranial 
nerves. 
(d) Resection of sensory cerebral cortex, 


tractotomy 
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(a) Upper dorsal spinothalamic cordotomy for re- 
lief of intractable pain in the pelvis, hips and lower 
extremities is by far the oldest of the neurosurgical 
procedures carried out on the pain tracts of the 
cord or brain stem. In 1912, Martin, at the sugges- 
tion of Spiller, first divided the lateral spinothalamic 
tract in the thoracic spinal cord for the relief of 
pain.® Eight years later, Frazier,5* of the same 
clinic, reported a series of cases which placed the 
operation on a sound basis. It affords relief of pain 
in the side opposite to that of the cord section, 
usually made at the level of T2-3 vertebrae. If 
done bilaterally, it is best performed in two stages, 
as protracted bladder involvement (urinary reten- 
tion) is less likely to be present if so carried out. 
For severe pain up to the level of the umbilicus, the 
operation is almost ideal. It is, however, important 
to emphasize to the family and, at times even to 
the patient, that the operation in no way arrests the 
course of the malignant disease for which the pro- 
cedure is usually done and that permanent para- 
plegia, bladder dysfunction, et cetera, may follow 
fairly soon after the operation, not due to the sur- 
gery performed but to the inevitable spread of the 
disease intraspinally. As previously emphasized, 
and this is true of all pain-reliev- 





major operation 
ing procedures—should be carried out before fixed 
addiction to opiates is present-—a state which pre- 
cludes the advisability of operation in some of the 
leading clinics in this country, at the present time. 
As emphasized recently by Freeman and Heimburg- 
er,® bilateral cordotomy performed high, just below 
the arm area, is also helpful in relieving the somatic 
and sympathetic pain in the lower trunk and lower 
extremities of patients following severe injury to 
the spinal cord even to the point of paraplegia. Care 
must be exercised in excluding the cases of “psychic 
pain” following cord injury in selecting this type 
of patient for operation. Browder and Gallagher’ 
feel that in carefully selected cases of phantom limb 
pain (especially in the feet) particularly in those in 
whom the pain seems due to cramped, abnormal pos- 
ture of the ghost extremity, dorsal column cordotomy 
is the pain-relieving operation of choice; however, 
it will have little beneficial effect on causalgic pain 
per se. 
very severe lumbar spondylitis with hip and leg pain 
not relieved by orthopedic measures. 

(b) Medullary tractotomy; high cervical cordoto- 


Cerdotomy also is utilized occasionally in 


my; mesencephalic tractotomy. 

When the pain is higher than the umbilical area, 
upper thoracic cordotomy will not suffice for relief 
When the discomfort is present in the 
arm and shoulder and upper chest, as in apical lung 


of the pain. 


carcinoma (Pancoast tumor), medullary tractotomy* 
or high cervical cordotomy® is required. In a sym- 
posium on pain relief at one of the national neuro- 
logical surgery meetings in September 1951, high 
cervical cordotomy seemed to be the method of choice 
for relief of pain in these upper levels as the opera- 
tive risk is considerably less with it than following 
medullary tractotomy. The pain fiber tract (spino- 
thalamic) is quite anterior in the medulla and hence 
that cperation is difficult and, in fact, somewhat 
“blind” from a technical standpoint. Crawford® has 
been the chief advocate of medullary tractotomy, eleven 
operated cases being reported by this writer, with three 
deaths (27% 


cated this procedure. 


Schwartz and O’Leary” also advo- 
High cervical cordotomy—the 
procedure now favored in most clinics for relief of 
pain in the arm, shoulder and upper chest—was 
strongly advocated by Stookey! and by Peet, Kahn 
and Allen.’ High cervical cordotomy also avoids 
bladder and rectal incontinence post-operatively as 
the sympathetic-parasympathetic fibers at that high 
level in the cord are somewhat removed from the pain 
fibers of the spinothalamic tract. Combined with the 
cervical cordotomy, posterior rhizotomy of C2, 3, 4 
roots on the side of the pain is useful and usually 
employed by us. 

Dogliotti® proposed spinothalamic tractotomy in 
the pons. He carried out the operation in four pa- 
tients, with one death and three successful results. 
Walker" described section of the spinothalamic tract 
in the mesencephalon in five patients, with two deaths 
Sweet! has 


reported one case in which this method (mesencepha- 


and success in the other three cases. 


lic tractotomy) was employed with relief of pain. 
Because of the obvious dangers of these latter 
two procedures, particularly if bilateral tractotomy is 
indicated, and also because of the very disagreeable 
paresthesias which some patients have experienced, 
we do not advocate these two last-described opera- 
tions at the present time. We now believe that high 
cervical cordotomy is the procedure of choice for 
relief of pain in the arm, shoulder and upper chest, 
especially when due to inoperable malignant disease. 
It should be said that extensive posterior cervico- 
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thoracic rhizotomy will, of course, also relieve pain 
in the arm and shoulder but all modalities of sensa- 
tion are thereby lost in the extremity and the arm 
is, to all intents and purposes (even though motor 
power is not impaired by the operation), useless. 
Ray!® reported 24 rhizotomies on apical chest tumor 
cases with good results. Grant!’ reported 15 cases 
of posterior root section (C3 through T2) for brachial 
plexus pain due to various lesions with relief in 
only 8 cases and there were 2 operative deaths. 

(c) As one ascends higher in the body, one en- 
counters severe intractable pain cases usually due 
to malignancy involving the face, mouth, throat and/ 
or neck. Rhizotomies of the 5th and 9th cranial 
nerves intracranially and section of the upper three 
homolateral posterior cervical roots constitutes the 
procedure of choice in these cases. The 9th nerve 
is sectioned in the posterior fossa near the jugular 
foramen, the 5th at the tentorium or in the upper 
cervical cord (descending root). For carcinoma of 
the tongue, antrum, throat, oral cavity and adjacent 
areas, all of these nerves are severed at one session, 


the operating time usually averaging 4-4'% hours. 
We also divide two of the cephalic rootlets of the 
vagus nerve, particularly if throat and ear pain is 
This 


combination of procedures has been carried out many 


a prominent part of the patient’s complaint. 


times in our own and other clinics and is, as a rule, 
eminently satisfactory for pain relief in these pathetic 
individuals. The average case, if not too debilitated 
and wasted from lack of nourishment, is up in a 
chair on the 5th or 6th post-operative day. If pain 
from carcinoma of the face, tongue, paranasal sinuses 
or mouth is- confined to the domain of the Sth (tri- 
geminal) nerve, alcohol injection of the 2nd and/or 
3rd divisions, or even the standard 5th nerve pos- 
terior root avulsion (as for tic douloureux) in the 
middle fossa may be utilized to afford relief and 
allow freedom from pain in eating during the intense 
reaction that sometimes accompanies X-ray treatment 
or radium therapy, as emphasized by Hare, Poppen 
and Hoover.'8 However, such carcinomas notoriously 
spread to the areas supplied by the 9th cranial nerve 
and upper posterior cervical roots so readily that 
before debilitation becomes too extreme, it may be 
better to carry out the multiple rhizotomy operation 
just described in one operative session at an early 
date; at least, many surgeons who are called upon 
to perform these extensive operations so believe, in- 
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asmuch as only one chance for major surgery is 
usually feasible in the individual case of this type. 

Painful spasmotic paraplegia in flexion, incident 
to previous cord or cauda equina injury, is relieved 
by section of anterior lumbar roots, bilaterally, after 
a year or more has elapsed, to be certain no possible 
motor power is to be regained spontaneously in the 
paralyzed legs. This operation was utilized many 
times in the late war in military paraplegic treatment 
centers with great satisfaction in relieving the very 
painful and sometimes violent involuntary flexor 
spasms of the legs (Botterell et al). Once carried 
out, however, the patient is, of course, a permanent 
paraplegic of the flaccid type. According to Cooper 
and Hoen” and also suggested by Campbell and 
Whitfield,?! the same result can be obtained by in- 
jecting into the lumbar subarachnoid space 8 or 
more cc. of absolute alcohol by means of lumbar 
puncture, at least two injections being required to 
produce relief of the flexor spasms. Such a pro- 
cedure is particularly valuable in severely debilitated 
patients who probably would not tolerate major sur- 
gery. 

(d) Resection of the sensory cerebral cortex. This 
operation, at the cerebral cortical level, has been per- 
formed by Horrax”’ and by Mahoney” for the relief 
of phantom limb pain with results which were not 
entirely satisfactory. Post-operative motor weakness 
and epileptic seizures are definite hazards. It is, in 
fact, now certain that cortical sensation is represented 
over a much wider area—even extending to the ad- 
jacent motor cortex—than in the post-central cortex 
only, as was consider-d the case until recently. We, 
therefore, feel that this operation is not now advisable 
for contralateral arm and/or leg pain. 

(3) Sympathetic and peripheral sensory nerve 


resections ; anterior frontal lobotomy. 


Taste III. 
METHODS OF PAIN RELIEF. 
(3) Sympathetic and peripheral sensory nerve resec- 
tions; also anterior frontal lobotomy. 
(a) Thoracolumbar sympathectomy (visceral 
pain, including angina pectoris) 
(b) Sympathetic denervation of arm and leg 
(c) Causalgia; herpes zoster 
(d) Intercostal neurectomy and 
in feet 
(e) Anterior frontal 
for malignancy and drug addiction) 


neurectomies 


lobotomy: (particularly 


(a) The relief of viscera! pain has recently stim- 
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ulated considerable interest among neurosurgeons. 
With respect to angina pectoris, two operations have 
met with-favor: (1) Klemme*! advocates the surgical 


removal of the 2nd, 3rd, 4th and 5th thoracic sym-, 


pathetic ganglia on the painful side only. The Ist 
thoracic segment does not carry cardiac afferent or 
efferent fibers. He reported a successful case in 
1947. (2) On the other hand, White* stated that 
statistics from other neurosurgical clinics in this 
country show that laminectomy and bilateral intra- 
dural section of the upper four thoracic posterior 
roots will give equally effective results and insure 
that there will be relief of pain bilaterally in the 
chest. Surgical interruption of the sensory fibers 
to the heart is highly effective for pain relief in 
angina pectoris although it carries an operative mor- 
tality of at least 10%. 


Pain in the abdominal viscera, such as the pan- 
creas or liver, often but not necessarily of malignant 
origin, may be eliminated by unilateral or bilateral 
splanchnicectomy. DeTakats® (with Walter) has 
reported relief of intractable pain due to calcareous 
pancreatitis by splanchnic nerve section; the same 
is true of carcinoma of the pancreas, preferably ver- 
ified by previous laparotomy. However, even in pa- 
tients having abdominal visceral pain only from 
inoperable carcinoma, cordotomy (cervical or tho- 
racic, depending on the locale of the pain) would 
probably be preferable to splanchnicectomy, in our 
opinion, as there may occur later neoplastic extension 
outside the visceral distribution of the splanchnic 
nerves, making pain recurrence a strong possibility, 
unless cordotomy had been performed. In those cases 
of visceral abdominal pain due to non-malignant 
lesions, such as calcareous pancreatitis, post-operative 
adhesions, et cetera, splanchnicectomy alone should 
prove effective in relieving the patient of his pain. 
Trimble and Morrison** have recently utilized al- 
cohol injections of lumbar and thoracic sympathetic 
ganglia in 11 cases of chest, abdominal or pelvic 
pain with marked relief. 


Joe Meigs?’ advocates pre-sacral neurectomy for 
dysmenorrhea and in properly selected cases it un- 
doubtedly is of great benefit. He reported 111 cases 
in 1948; complete relief was obtained in 81% of 
essential and in 53% of acquired dysmenorrhea. 
After presacral neurectomy, pregnancies can occur 
and painless labor often is possible in subsequent 
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pregnancies. This procedure is performed by the 
gynecologists. 

(b) Ischemic neuralgia of the extremities, or 
pheripheral vascular inadequacy, in universally rec- 
ognized as being relieved by appropriate ganglionec- 
tomy of the thoracic or lumbar sympathetic chain. 
The greater the degree of vasospasm, as contrasted 
with organic occlusion of the vessels in the involved 
extremity, the more likely is postoperative relief of 
pain to be obtained. Many of these cases associated 
with spasm of peripheral vessels continue to be 
operated on successfully; examples are Raynaud’s 
disease, Buerger’s disease, intermittent claudication, 
phantom limb and amputation stump neuralgia, and 
certain cases of causalgia.” With respect to the true 
cause of phantom limb pain, this is still unsettled. 
Li and Elvidge”* recently reported a case of a man 
who had an immediate complete paraplegia and loss 
of all sensation and reflexes in his legs (physiologic 
transection of the cord) incident to a fracture and 
cord injury at D7 and D8 vertebral level. However, 
not until the left leg was amputated a few days later 
for local fracture and trauma of that extremity was 
phantom limb pain first noted; it began four days 
after the amputation. Sympathetic blocks, spinal 
anesthesia with novocaine, replacement of subarach- 
noid fluid with nupercaine below the locale of the 
spinal injury, spinal exploration (laminectomy) at 
the site of the fracture all were tried with indifferent 
results so far as even temporary relief of the phan- 
tom limb pain was concerned. Such a case strongly 
suggests the probable importance of psychic trauma 
in certain cases, at least, of phantom limb pain. 

(c) Causalgia; herpes zoster. Undoubtedly, the 
greatest number of papers in recent years on the 
subject of chronic intractable pain have been con- 
cerned with causalgia. Mayfield and Ulmer, Gordon, 
Shumacker, Maltby, Echlin, Murphey, White and 
Devine” have all written or been co-authors of papers 
on this subject during and since the war, in addition 
to many others. The synopsis of these papers ap- 
pears to be that once one is sure that causalgia is 
present in an extremity, from incomplete nerve in- 
jury, crushing of the limb, immersion foot, frost bite, 
et cetera, early sympathectomy is certainly the method 
of choice, especially if one or more preliminary no- 
vocaine blocks have afforded temporary relief. Ul- 
mer and Mayfield, in 1946, reported on 105 cases 
of causalgia due to incomplete nerve lesions and 
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recommended early sympathectomy as soon as the 
diagnosis is established to prevent the psychic trauma 
of prolonged pain and crippling joint stiffness. 
Herpes zester remains without question the pain 
syndrome most difficult to control or relieve (with 
the possible exception of atypical facial pain). Un- 
doubtedly this is due to the fact that the virus affects 
the pain tracts in the cord and perhaps in the brain 
stem as well, so that feripheral neurectomies and 
injections of peripheral nerves are usually ineffective. 
Curiously enough, the recent proposal by Browder 
that excision of the skin involved in herpes of the 
trunk (provided only one or two adjoining derma- 
tomes are affected) may be more helpful than any 
nervous system operation has certainly proved useful 
in his hands. Findley and Patzer*! report that para- 
vertebral procaine block of the appropriate sympathe- 
tic ganglia may be effective in the relief of the noto- 
riously painful reaction typically associated with 
herpes zoster (this method was reported originally 
in 1938 by Rosenak of Budapest**). 


total of 29 cases 


They report a 





four of their own and other reports 
in the literature—in only 2 of which was there fail- 
ure to experience prompt and lasting relief from 





pain. Their own 4 cases 
phase 


tainly deserves more extensive trial in acute herpes 


all in the early acute 





had. excellent results and the method cer- 


zoster; its value in the chronic type of case is ques- 
tionable. Abbott and Martin*®* have advocated an 
ingenious method of subdermal denervation of the 
involved skin down to the muscles, with good results 
in two of three cases of herpes zoster. Anterior 
frontal lobotomy may be useful also, particularly 
in the severe chronic variety of this disease. 

(d) Intercostal neurectomies are utilized by us 
occasionally for painful scars (provided preliminary 
novocaine injection has afforded temporary relief) 
with marked relief in selected cases, and neurectomies 
or crushing of the five sensory nerves in the ankle 
and feet (saphenous, superficial peroneal, sural, deep 
peroneal and posterior tibial) are performed for re- 
lief of “rest” pain often present in certain cases of 
Buerger’s disease and peripheral arteriosclerosis. 
First intention healing of such small incisions takes 
place as a rule with absence of any peripheral pul- 
sations in Buerger’s disease, but in arteriosclerosis 
this cannot always be counted on when the popliteal 
artery is occluded, according to White and Smith- 
wick.? 
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(e) Anterior frontal lobotomy. Finally neurologi- 
cal surgeons have utilized the operation (either uni- 
lateral [Scarff**] or bilateral [Poppen* and Grant- 
ham**]) of anterior frontal lobotomy in certain intrac- 
table pain cases due to widespread malignancy. It 
favorably alters the patient’s reaction to pain without 
It is 
not the ideal operation for chronic intractable pain 


materially changing his ability to feel pain. 


relief as encountered in patients with widespread 
mali:nancy but when associated with fixed drug ad- 
diction it is often to be preferred to actual nerve or 
spinothalamic tract section. A unilateral procedure 
is less effective in most hands; Grantham’s bilateral 
cperation, in which the lower medial quadrant of 
each frontal lobe only is divided, has been success- 
ful in relieving severe pain and, at the same time, 
not causing the unwanted changes in personality and 
intellect (particularly undesirable in the non-malig- 
nant pain cases) occasionally seen in the standard 
bilateral anterior frontal lobotomy (Lyerly,*’ Free- 
man and Watts,** Poppen*’) performed for the relief 
of certain psychoses. 

SUMMARY AND CONCLUSIONS: From the forego- 
ing discussion, it is apparent that the best results 
in surgery for relief of pain are to be obtained in 
combining the properly selected procedure with the 
optimum time for carrying it out. Individual sur- 
geons’ opinions and judgment may differ (as their 
experience increases) with respect to the best opera- 
tion for any particular patient, i.e. although one 
operator might select spino-thalamic cordotomy for 
a carcinoma-riddled patient, another surgeon would 
perhaps choose bilateral anterior frontal lobotomy 
for the same patient. Certainly, careful selection of 
the operation most likely to afford relief for the par- 
ticular case is important. In general, relief of pain 
in cancer cases is most likely to be obtained when 
the area invaded by the malignancy is deprived of 
its afferent (sensory) nerve supply. If the patient 
is also addicted to opiates, bilateral anterior frontal 
lobotomy may be preferable to spino-thalamic trac- 
totomy or one or more of the rhizotomies. Sympa- 
thectomy is particularly helpful—not in the patients 
with carcinoma as a rule, but in the non-malignant 
painful lesions, such as peripheral vascular disease, 
causalgia and phantom limb pain, especially (in the 
two latter conditions) if done soon after the occur- 
rence of the trauma which caused the pain. 


The main purpose of this paper is to direct the 
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attention of the profession to the various low-risk, 
modern surgical methods of pain relief now avail- 
able—a number of them having been developed only 
in the last decade—for (1) relief of patients with 
inoperable painful malignancies who have still some 
months or a year or more of life, in all likelihood, 
and also to emphasize (2) the surgical methods avail- 
able for such non-malignant chronic painful condi- 
tions as peripheral vascular disease, angina pectoris, 
causalgic states, phantom limb pain and amputation 
stump neuralgia. The surgical risks and penalties, 
as well as the pain relieving ability of each operation, 
must be understood before any one operative pro- 
cedure is selected for any given patient. Great 
judgment and experience are required to produce 
the best results in the individual case. 

Certainly, it is believed by us, and we hope by all 
physicians, that with the recent advances in neu- 
roanatomic and neurophysiologic knowledge, together 
with improvement both in surgical technique and in 
anesthesia, many more appropriate patients will be- 
come candidates for surgical relief of pain with a 
steadily diminishing post-operative mortality rate 
and also with a reduction in disagreeable post-opera- 
tive sequelae. 

BIBLIOGRAPHY 


Neurosurgical Procedures for the 
So. Surgeon, 16:485- 


1. Troland, C. E.: 
Relief of Intractable Pain. 
495, 1950. 

2. White J. C., and Smithwick, R. H.: The Autonomic 
Nervous System, Second edition, The Macmillan 
Co., N. Y., 1941. 

3. White, James C.: Progress in Surgery of the Auto- 
nomic Nervous System, 1943-1946. Surgery, 23:834- 
862, 1948. 

4. Poppen, J. L.: The Relief of Pain by the Use of 
Subarachnoid Alcohol Injection. Indications, Con- 
tra-indicatiors, Technique, and Results in 82 Pa- 
tients. Surg. Clin. N. Amer. 16:1663-1668, 1936. 

5. Spiller, W. G., and Martin, Edward: The Treatment 
of Persistent Pam of Organic Origin in the Lower 
Part of the Body by Division of the Antero-lateral 
Column of the Spinal Cord. J.A.M.A. 58:1489- 
1490, 1912. 

5(a). Frazier, C. H.: Section’of the Antero-lateral 
Columrs of the Spinal Cord for the Relief of Pain. 
Arch. Neurol. & Psychiat. 4:137-147, 1920. 

6. Freeman, L. W., and Heimburger, R. F.: Surgical 
Relief of Pain in Paraplegic Patients. Arch. Surg. 
55 :433-440, 1947. 

7. Browder, J., and Gallagher, J. P.: Dorsal Cordotomy 
for Painful Phantom Limb. Ann. Surg. 128:456- 
469, 1948. 


8. Crawford, A. S.: Medullary Tractotomy for Relief 


VIRGINIA MEDICAL MONTHLY 


11. 


13. 


14. 


15. 


19. 


20. 


21. 


22. 


23. 


24. 


25. 


26. 


27. 


. Grant, F. C.: 


VoLUME 79, 


of Intractable Pain in the Upper Levels. Arch. 


Surg. 55:523-529, 1947. 


. Foerster, O., and Gagel, O.: Die Vorderseitenstrang- 


durchschneidung beim Menschen. Zietsch. f. d. ges. 
Neurol. u. Psychiat, 138:1-92, 1932. 


. Schwartz, H. G., and O’Leary, J. L.: Section of the 


Spinothalamic Tract at the Level of the Inferior 
Olive. Arch. Neurol. & Psychiat. 47:293-304, 1942. 

Stookey, B.: Chordotomy of the Second Cervical Seg- 
ment for Relief from Pain Due to Recurrent Car- 
cinoma of the Breast. Arch. Neurol. & Psychiat. 
26 :443-447, 1931. 


. Peet, M. M., Kahn, E. A., and Allen, S. S.: Bilateral 


Cervical Chordotomy for Relief of Pain in Chronic 
Infectious Arthritis. J.A.M.A. 100:488-489, 1933. 

Dogliotti, M.: First Surgical Sections in Man of the 
Lemniscus Lateralis at the Brain Stem. Anesth. & 
Analg. 17:143-145, 1938. 

Walker, A. E.: Mesencephalic Tractotomy. A Method 
for the Relief of Unilateral Intractable Pain. Arch. 
Surg. 44:953-962, 1942. 

Sweet, Wm. H.: Relief of Pain by Operations on the 
Central Nervous System. Surg. Clin. N. Amer. 
27 :1254-1262, 1947. 


. Ray, B. S.: The Mapragement of Intractable Pain by 


Posterior Rhizotomy. Ass. Res. Nerv. & Ment. Dis. 
23 :391-407, 1943. 

Surgical Methods for Relief of Pain. 
J.A.M.A. 116:567-571, 1941. 


. Hare, H. F., Poppen, J. L., and Hoover, W. B.: Can- 


cer of the Mouth. Care of the Patient Utilizing 
Prolonged Anesthesia Obtained by Alcohol Injection 
of Branches of the 5th Nerve. N. E. J. of Med. 
214:572-576, 1936. 

MacDonald, I. B., McKenzie, K. G., and Botterell, 
E. H.: Anterior Rhizotomy. The Accurate Identi- 
fication of Motor Roots at the Lower End of the 
Spinal Cord. J. Neurosurg. 3:421-425, 1946. 

Cooper, I. S., and Hoen, T. I.: Intrathecal Alcohol 
in the Treatment of Spastic Paraplegia. J. Neuro- 
surg. 6:187-190, 1949. 

Campbell, E., and Whitfield, R. D.: Surgical Treat- 
ment of Intractable Pain. Surg. Clin. N. Amer. 
30 :349-362, 1950. 

Horrax, G.: Experierces With Cortical Excisions for 
the Relief of Intractable Pain in the Extremities. 
Surg. 20:593-602, 1946. 

Mahoney, C. G. deG.: The Treatment of Painful 
Phantom Limb by Removal of Post-central Cortex. 
J. Neurosurg. 1:156-162, 1944. 

Klemme, R. M.: A Simple Operative Procedure for 
the Relief of Anginal Pain—New Technic. J. In- 
ternat. Col. Surg. 10:272-273, 1947. 

DeTakats, G.: 
126:840, 1947. 


Trimble, I. R., and Morrison, S.: 
Intractable Pain of Visceral Origin. 
148:1184-1188, 1952. 


Ingersoll, F. M., and Meigs, J. V.: 


Letter to the Editor. Ann. Surg. 


Treatment of 
J.A.M.A. 


Pre-Sacral Neu- 





XUM 











Aucust 1952 


rectomy for Dysmenorrhea. N. E. J. of Med. 238: 
357-360, 1948. 

28. Li, Choh-Luh, and Elvidge, A. R.: 
Phantom Limb in a Paraplegic Patient. J. Neuro- 
surg. 8:524-527, 1951. 

29. Papers on Causalgia: (a) Ulmer, J. L., and May- 
field, F. H.: Causalgia, a Study of 75 Cases. Surg., 
Gyn., & Obst. 83:789-796, 1946. (b) Gordon, A.: 
Causalgia of the Ulnar Nerve. Dis. Nerv. Syst. 
9:251-252, 1948. (c) Schumacker, Jr., H. B., and 
“Speigel, I. J.: Causalgia: 1. The Role of Sympa- 
thetic Interruption in Treatment. Surg., Gyn., & 
Obst. 86:76-86, 1948. (d) Allbritten, Jr., F. F., 
and Maltby, G. L.: Causalgia Secondary to Injury 
of the Major Peripheral Nerves. Surg. 19:407- 
414, 1946. (e) Echlin, F.. Owens, Jr., F. M., and 
Wells, W. L.: Observations on “Major” and 
“Minor” Causalgia. Arch. Neurol. & Psychiat. 62: 
183-203, 1949. (f) Kirklin, J. W., Chenoweth, A. I., 
and Murphey, F.: Causalgia. A Review of Its 
Characteristics, Diagnosis & Treatment. Surg. 21: 
321-342, 1947. (g) White, J. C., Heroy, W. W., 
and Goodman, E. N.: Causalgia following Gunshot 
Injuries of Nerves. Ann. Surg. 128:161-183, 1948. 
(h) Mayfield, F. H., and Devine, J. W.: Causalgia. 
Surg., Gyn., & Obst. 80:631-635, 1945. 

30. Browder, J., and DeVeer, J. A.: 
Surgical Procedure for the Treatment 


Observations on 


Herpes Zoster: A 
of Post- 


AMA Books Off the Press. 

The AMA’s Council on Pharmacy and Chemistry 
announces that new editions of two of its major 
and Nonofficial 
and “Useful Drugs”—will be available this summer. 
The 1952 edition of “New and Nonofficial Rem- 


edies” retails for three dollars postpaid and “Use- 


publications—“‘New Remedies” 


ful Drugs” (15th edition) for $2.50 postpaid. Both 
may be secured through the publishers, J. B. Lip- 


pincott Co., Philadelphia, bookstores, or single copies 
through the AMA’s Order Department. 





ViRGINIA MeEpICAL MONTHLY 


429 


herpetic Neuralgia. Ann. Surg. 130:622-636, 1949. 

31. Findley, T., and Patzer, R.: The Treatment of Herpes 
Zoster by Paravertebral Procaine Block. J.A.M.A. 
128 :1217-1219, 1945. 

32. Rosenak, S.: Procaine Injection Treatment of Herpes 
Zoster. Lancet. 2:1056-1058, 1938. 

33. Abbott, K. H., and Martin, B. C.: Surgical Treatment 
of Post-herpetic Neuralgia by Subdermal Denerva- 
tion. Neurology. 1:275-282, 1951. 

34. Scarff, J. E.: Unilateral Prefrontal Lobotomy for the 
Relief of Intractable Pain and Termination of Nar- 
cotic Addiction. Surg., Gyn., & Obst. 89:385-392, 


1949, 

35. Poppen, J. L.: Prefrontal Lobotomy for Intractable 
Pain: Case Report. Lahey Clin. Bull. 4:205-207, 
1946. 


36. Grantham, E.: Frontal Lobotomy for the Relief of 


Intractable Pain. So. Surg. 16:181-190, 1950. 

37. Lyerly, J. G.: Prefrontal Lobotomy in Involutional 
Melancholia. J. Florida M. Ass. 25:225-229, 1938. 

38. Freeman, W., and Watts, J. W.: Psychosurgery. In- 
telligence, Emotion and Social Behavior Following 
Prefrontal Lobotomy for Mental Disorders. Charles 
C. Thomas, Springfield, [ll., and Baltimore, 1942. 

39. Poppen, J. L.: Chapter 4 in: 
(Ed, By Greenblatt, Arnot & Solomon), Grune & 
Stratton, New York, 1950. 


Studies in Lobotomy, 


Civil Defense Booklet. 

For the first time, a series of articles covering 
various medical problems involved in civil defense 
have been compiled in one booklet—‘‘Medical As- 
by the AMA’s Council 
Included 


are items on civil defense organization, medical 





pects of Civil Defense” 
on National Emergency Medical Service. 
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burn injury, nature of air raid casualties, mental 
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HISTOPLASMOSIS OCCURRENCE IN VIRGINIAt 


NELSON S. PayNeE, M.D.,* 
G. R. HeENNIGAR, M.D.,** 
and 
Lee E. Sutton, Jr., M.D.,* 
Richmond, Virginia 


Histoplasmosis is a disease caused by Histoplasma 
capsulatum and in the severe disseminated form is 
characterized by emaciation, irregular fever, hepa- 
tosplenomegaly, leukopenia and anemia. 

In 1906, Darling! reported: “On De- 
cember 7, 1905, while examining smears from lungs, 


History. 


spleen and bone marrow in a case that appeared to 
be miliary tuberculosis of the lungs, I found enor- 
mous numbers of small bodies generally oval or 
round. Most of them were intracellular in alveolar 
epithelial cells, while others appeared to be free in 
the plasma of the spleen and rib marrow. Tubercle 
bacilli were absent.” He suggested that this newly 
discovered fungus be called Histoplasma capsulatum 
and that the disease it produced be called Histo- 
plasmosis. In 1908, Darling? reported two more 
cases of this disease in Panamanian laborers. 

The first case of Histoplasmosis in this country 
was reported by Riley and Watson*4 in Minnesota 
in 1926. The fourth case was reported in 1939° and 
by 1949 ninety-six cases had been reported®’. 

Until recently it was believed that Histoplasmosis 
was a severe systemic disease almost invariably 
fatal. In 1945, with histo- 
plasmin 294 nurses who had pulmonary calcifica- 


Palmer’ skin tested 


tions with a negative tuberculin test and found that 
91.5% had positive reactions. Other investigators 
have reported similar results. 

Of the 96 cases reported by 1949, 


28% occurred in children under the age of 13 years. 


Incidence. 


The youngest age reported was 3 months while the 
oldest was 70 years‘. 

Endemic areas include Indiana, Ohio, Missouri, 
Kentucky, Tennessee and Arkansas. Scattered cases 
have been reported from Florida, North Carolina, 
Virginia, Minnesota, Michigan, Iowa and Cali- 
fornia’. 

Of the seven cases of fatal Histoplasmosis that we 


*From the Department of Pediatrics, Medical College of 
Virginia. 

**From the Department of Pathology, Medical College 
of Virginia. 

+Read before the annual meeting of The Medical So- 
ciety of Virginia at Virginia Beach, October 7-11, 1951. 


have reviewed in Virginia, including the case re- 
ported in this paper, four were from Loudoun coun- 
ty, one from Richmond City" one from Rappa- 
hannock County” and one from Spotsylvania Coun- 
ty. Six of the seven patients were children under 


> 


13 years of age. All seven cases were proved by 
autopsy and by the demonstration of the parasite. 

Mycology. “When cultured on Sabouraud’s me- 
dium, the organism appears as a white, cottony mold. 
When examined under the microscope branched, hy- 
aline, septate mycelium, 2.7 u. to 5 u. in diameter, 
containing dark granules are seen. When cultured 
on blood agar incubated at 37°c. the fungus grows 
in yeastlike form.” 

Source of Infection. Histoplasma capsulatum has 
been found in dogs, rats, mice and horses, and in 
1947, Bell and Emmons", working in Loudoun Coun- 
ty, were able to isolate the fungus from the soil 
upon two occasions. Therefore, it seems reasonable 
to suspect that the source of infection in man is 
from these reservoirs. 

Pathology imd Pathegenesis. Histoplasma cap- 
sulatum is a parasite of the reticuloendothelial sys- 
tem. The small (2-5 u.) yeastlike bodies are found 
in large monocytes or polymorphonuclear cells of the 
blood and bone marrow and in the reticuloendothelial 
cells of various tissues including the liver and spleen. 
Autopsy findings usually include hepatosplenome- 
galy, enlargement of lymph nodes and the presence 
of tubercle-like granulomas in the lungs, liver, spleen 
and kidneys'®. The granulomas may undergo cen- 
tral necroses which is often followed by deposition of 
calcium. 


Symptomatology. Severe disseminated Histoplas- 
mosis is characterized by irregular fever, emaciation, 
anemia, leukopenia, splenomegaly, hepatomegaly, en- 
largement of the lymph nodes, ulcerations of the 
mouth, oropharynx, and gastrointestinal tract. In 
discussing x-ray findings, Holt" states: ‘The usual 
picture shows enlargement of hilar lymph nodes, 
peribronchial thickening and multiple miliary cal- 


cifications. The miliary spread is usually a ter- 
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minal manifestation and is of little help in diagnos- 
Differential 
diagnosis must include tuberculosis, kala azar, leu- 


ing the early stages of the disease.” 


kemia, bacillary dysentery and Hodgkin’s disease. 
In the intermediate form the dissemination is ar- 
rested and the patient is only moderately ill. Be- 
nign Histoplasmosis is asymptomatic and is usually 
discovered accidentally by routine x-ray examination 
and histoplasmin skin testing. 

Skin Testing. At the Medical College of Virginia 
Hospital 0.1 milliliter of a 1-1000 dilution of his- 
toplasmin is injected intradermally and readings are 
made at end of twenty-four, forty-eight, and seventy- 
two hours. An area of erythema and induration 
0.5 cm. or greater in diameter is regarded as a pos- 
itive reaction. 

Treatment. Many drugs, including sufonamides, 
antimony compounds, aureomycin, chloramphenicol 
and streptomycin have been used without benefit. 
However, in 1951, Christie, Peterson et al. reported 
twelve cases of severe disseminated Histoplasmosis 
treated with ethyl vanillate. Five of the patients 
showed marked improvement and ‘were still living 
at the time of the publishing of their paper, and the 
seven others died. 

Case REPORT 

Case No. 109532B, J.B., 5 yrs., W., M., was ad- 
mitted to the Medical College of Virginia Hospital 
on May 2, 1951. 

J. B.* was first seen in the Mary Washington 
Hospital in November, 1949. At that time he had 
two subcutaneous abscesses of the left flank. He 
gave a history of having had treatment for worms 
approximately three weeks prior to the onset of these 
abscesses. ‘The abscesses were drained and an at- 
tempt at chest tap revealed no fluid, although the 
chest x-ray was suggestive of some fluid in the left 
pleural space. Cultures from subcutaneous abscesses 
revealed staphylococcus albus, no acid fast bacilli. 
He was again treated for worms at this time. Under 
treatment with the antibiotics of penicillin and strep- 
tomycin he improved considerably and was sent home 
to be followed by his doctor. 

At this 
admission he had developed a large abscess on the 
left side of his neck. He had previously developed 


His next admission was May 24, 1950. 


cough and fever for one month prior to admission. 

*We are indebted to Dr. Lloyd Moss, Mary Washington 
Hospital, Fredericksburg, Virginia, for referral of case 
with history. 
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This cough had been productive of yellow pus. This 
abscess was drained and a culture and smear re- 
vealed staphylococcus albus. His sputum culture 
There 


His stool examina- 


revealed hemolytic staphylococcus aureus. 
were no acid fast bacilli seen. 
tions revealed evidence of ascaris lumbricoides and 
he was treated for this. X-ray examinaticn revealed 
a large amount of fluid in the left pleural space 
and there was also a shadow in the right upper lobe. 
An attempted aspiration of the pleural space over 
the left chest failed to reveal any fluid. TTuberculin 
patch test was negative. He was given large amounts 
of penicillin and streptemycin as he gradually im- 
proved. 

An x-ray on June 7, 1950, revealed that the process 
in the right upper lobe had diminished considerably 
in size and the left base had definitely improved. It 
was then discovered that the spleen and the liver 
were somewhat enlarged. He was sent home and 
did fairly well until approximately three months 
ago. 

At this time, he began to have fever, cough, short- 
ness of breath and some swelling of the abdomen and 
ankles. 


with sulfonamides, penicillin and chloramphenicel, 


He was treated at home by his physician 


but failed to respond. 

He was again sent to the hospital three weeks ago. 
Examination showed a great deal of evidence of right 
sided heart failure. His liver was greatly enlarged, 
his abdomen wes d'stended and there was three plus 
pitting edema as well as cyanosis and distended 
neck veins. There were moist rales heard through- 
out the chest. He was put in oxygen, digitalized and 
given Thiomerin. He responded gradually to this 
treatment und a'ter about ten days was able to be 
out of oxygen and to sit up and eat by himself. 
Chest x-ray at this admission revealed both lungs to 
be mottl:d with patches of density. A sputum ex- 
amination failed to reveal any acid fast bacilli and 
gastric washings also failed to reveal any acid fast 
bacilli. A tuberculin test 1-10,000 was negative. His 
stool examinations again revealed ascaris lumbri- 
coides and he was given treatment on three sep- 
arate occasions. He gradually responded to pen- 
icillin and chloramphenicol and streptomycin. At 
time of discharge from the hospital his liver had de- 
creased considerably in size, the edema was all gone, 
the tip of his spleen was palpable and he was able to 
be about a little without cyanosis. He was discharged 
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on a maintenance dose of digitoxin of .25 mg. a high 
caloric diet, supplemental vitamins and an iron prep- 
aration.’ 

He did fairly well at home for approximately five 
days then his edema and dyspnea began to return. 
He was admitted back to the hospital with pitting 
edema, distended neck veins and marked cyanosis. 
He was put in oxygen tent, given % cc. of Thiomerin 
and he responded moderately well. The next day 
he was referred to Medical College of Virginia Hos- 
pital. 

Physical examination on admission revealed: A 
thin 5 year old white male with a slight cyanotic 
tinge to lips and appearing ill. Temperature was 
99.6°, pulse 100, respiration 38 and blood pressure 
90/00. Head was essentially negative. Eyes: con- 
junctivae appeared normal. Pupils reacted to light 
and accommodation. Ears: both external canals and 
tympanic membranes appeared normal. Nose: es- 
sentially normal. Mouth: he had several carious 
teeth. Throat: negative. Neck: there were posterior 
shotty cervical nodes. No rigidity. Lungs showed 
moist inspiratory and expiratory rales heard over 
both lung fields anteriorly and posteriorly. There 
were well healed scars over the region of the left 
eighth and twelfth ribs posteriorly. Heart was en- 
larged to percussion. Rate was 100. Rhythm regular. 
No murmur noted. The abdomen distended. The skin 
was thin and the veins were rather prominent. The 
liver was palpable three finger breadths below the 
costal margin. The spleen was readily palpable. 
There was clubbing of fingers and toes. Extremities: 
reflexes were entirely normal. 

Laboratory work: Hemoglobin 12 gm./100 ml., 
red blood cell count 4.76 million/cmm. White blood 
cell count, 11,700/cmm. with 69% neutrophiles, 2% 
eosinphiles and 25% lymphocytes. Sedimentation 
rate 14 mm/hr. Blood chemistry: sodium 138 
m.eq./1., potassium 4 m.eq./1., sugar 109 mg./100 
ml., chlorides 91 m.eq./l., CO2 combining power 
37.5 vol. %. Total protein 6.4 with albumin 3.8 
and globulin 2.6 gm./100 ml. Congo red test with- 
in normal limits and cholesterol 177 mg./100 ml. 
Blocd culture revealed no growth on two occasions. 

Nose cultures revealed B. subtilis and staphylococ- 
cus albus. 

Throat cultures revealed E. Coli and monilia. 


Bone marrow culture was negative and bone mar- 
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row smears were negative for abnormal cells and 
parasites. 

Stool exam. was negative for ova and parasites. 

Blastomycin, Torula, and tuberculin skin tests were 
negative. 

Histoplasmin skin tests was markedly positive, 
leaving an area of induration, erythema and pigmen- 
tation 2.5 cm. x 2 cm. in diameter. This test was 
repeated on the other arm with a similar reaction. 
The test was negative on three other patients used 
as controls. 

X-rays of the skull were reported as normal. 

X-ray of the chest revealed definite cardiac en- 
largement with enlargement of both sides of the 


Fig. 1.—X-ray of chest showing definite cardiac enlargement 
with enlargement of both sides of the heart. There is prom- 
inence of both hilar shadows with nodes at the hilar area and 
mottling throughout both lung fields with a smal] amount 
of fluid .at both cardio-phrenic angles. 
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Fig. 2.—Picture of right ventricle—Cor Pulmonale. 


heart. There was prominence of both hilar shadows 


with possible nodes at the hilar area and mottling 


throughout both lung fields with a small amount of 
fluid at both cardio-phrenic angles (Fig. 1). 


Fig. 3. 
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The electrocardiogram was reported as showing 
right ventricular strain and a vertical heart with 
abnormal T and P waves over the precordium. 

Clinical impression was: Chronic pulmonary dis- 
ease, probably due to Histoplasma capsulatum with 
cor pulmonale and right-sided cardiac failure. 

The patient was placed in oxygen on admission. 
He was not digitalized because of the normal heart 
rate, and the presence of much respiratory distress. 
He had an uneventful hospital course for the first 
few days and he was able to stay out of oxygen for 
short lengths of time. However, his course was grad- 
ually downhill until he expired on 5-15-51 while in 


the oxygen tent. 


Autopsy FINDINGS 
At autepsy the findings consisted of lungs which 
were the “seat” of diffuse involvement characterized 
by decreased crepitation and increased consistency 
throughout all lobes. Small tubercle-like structures 
and larger confluent ones were also present in all 


lcbes. All of the regional lymph nodes were large 


Granulomatous reaction in lung with foreign body giant cel s. 
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and edematous. The lungs weighed 905 grams (nor- 
mal 200 grams). Material from the lungs was 
cultured for Histoplasma capsulatum and yielded 
negative results. 

The heart was markedly enlarged and this was due 
to chronic cor pulmonale (Fig. 2). 

Microscopically, the lungs were characterized by 
granulomata with giant cells and their centers con- 
tained polymorphonuclear leukocytes, showing the 
feature of minute abscesses (Fig. 3). In addition, 
there was considerable interstitial fibrosis and bron- 
chiolitis obliterans. Similar granulomatous collections 
Acid 


fast and bacterial stains were not revealing. Periodic 


were seen in the periadrenal fat of one side. 


acid Schiff reagent method revealed organisms iden- 
tifiable as Histoplasma capsulatum in several sections 
studied of the lungs (Fig. 4). No intra nuclear in- 
clusions were seen in the bronchial epithelium or 
giant cells. 





Fig. 4.—Histoplesma capsulatum (periodic acid Schiff 


reagent methed.) 
DiIscussION 
From the autopsy findings of the parasites in the 
lung tissue it is quite reasonable to assume that the 
Histoplasma capsulatum was the primary cause of 
the patient’s death. 
At the time of death the patient was not suffering 
from a disseminated case of histeplacsmosis, as there 
were repeated negative examinations for the parasites 
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in both blood and marrow. Sputum smears were als« 
negative. 

The positive skin test, allergic in reaction, indi- 
cated that patient evidently had overcome a dissem- 
inated stage, if present at any time, and had de- 
veloped some immunity. 

However, the local reaction of the lung tissues t¢ 
the infestation was of such severity that a marked 
amount of destruction and scar tissue had developed 
This pathology in turn had interfered with the pul 
monary circulation to such an extent that the patient 
was suffering from pulmonary osteo-arthropathy as 
well as from the damming back of the blood int 
the pulmonary artery and right ventricle. 

This increased pressure in the pulmonary circula 
tion produced the dilation of the pulmonary artery) 
and the thickening of the muscles and dilation of 
When the right side of the 
heart could no longer withstand the strain, the heart 


the right ventricle. 


went into failure and the patient died as the results 


COMMENT 

Histoplasmosis can be of grave importance to the 
health of an individual, even causing death. 

Luckily in Virginia, there is infestation occurring. 
as far as known, in only a few counties judging by 
reported cases. For case finding, the histoplasmin 
skin test should be more frequently resorted to to be 
used particularly in those cases where lung pathology 
is presented and tuberculosis is suspected but can not 
he proved due to failure to find the tubercle bacili 
and the occurrence of a negative tuberculin test. 
Under such conditions with the use of the test, it is 
believed more cases of histoplasmosis will be found. 
Histoplasmin skin tests were done on other members 
of the patient’s family but were reported negative. 


SUMMARY 
A discussion of histoplasmosis and its occurrence 
in Virginia is presented. A case of histoplasmosis 
with positive autopsy findings showing the parasites 
is reported. 
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New Pamphlet on Cost of Sickness. 

To create a better understanding of one of the 
major causes of patient-doctor misunderstanding— 
the cost of illness—a new pamphlet has been de- 
signed for Entitled 
Money's Worth in Health,” the booklet stresses the 


various aspects of patients’ medical bills and the 


public distribution. “Vour 


cost of illness in relation to the national income. 
The pamphlet shows graphically that the cost of 
illness has not risen as much or as rapidly as other 
consumer goods. This illustrated eight-page pam- 
phlet soon will be made available to AMA mem- 
bers and medical societies for distribution to the 


general public. 
New Books. 
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books received at the Tompkins-McCaw Library of 
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LOBOTOMY IN MENTAL DISORDERS* 


WALTER FREEMAN M.D., PH.D.,+ 
Washington, D. C. 


When prefrontal lobotomy was first introduced 
into the United States in 1936, Watts and I were 
encouraged by Adolf Meyer!. “I am not antag- 
onistic to this work,” he said, “but find it very 
interesting. I have some of those hesitations about 
it that are mentioned by other discussants, but I am 
inclined to think that there are more possibilities 
in this operation than appear on the surface. 
. . . The work should be in the hands of those who 
are willing and ready to heed the indications for 
such a responsible step and to follow scrupulously 
the experience with each case.” 

Watts and I continued our work together until 
the Spring of 1948, operating upon a total of more 
than six hundred cases*. All of these patients have 
been followed for at least two years, and only one 
patient was not heard from in 1950-51. A second 
series, transorbital lobotomy, was started by me in 
1946 and now exceeds 900 cases. The first five 
hundred were followed with the same scrupulous 
care, only two patients being lost to view. Mean- 
while psychosurgery has been widely adopted 
throughout this country and abroad. Recent figures 
presented to the Third Research Conference on 
Psychosurgery*® give a total of some 17,500 opera- 
tions performed in the United States. On the basis 
of this experience it is possible to present some ideas 
concerning the methods of psychosurgery and its use 
in the treatment of mental disorders. 

Prefrontal lobotomy has proved effective in the 
management of severe cases of dementia prae- 
cox. A lobotomy program in a state mental hos- 
pital, carried out actively and _ conscientiously, 
can transform a lunatic asylum into an old people’s 
home. There is a special type of patient to be 
found in large numbers in every state hospital; 
the patient who is driven to desperation by his inner 
experiences and whi reacts to these by refusing food, 
tearing his clothes, smearing himself with excre- 
ment, shouting at the top of his voice, and pacing 


*From the Department of Neurology and Neurological 
Surgery, George Washington University. 

*Read before the Neuro-Psychiatric Society of Virginia 
at its meeting in Richmond, November 14, 1951. 


up and down his cell, a constant menace to himself 
and to the personnel. Lobotomy in such cases is 
often followed by remarkable reduction in the dis- 
turbed and disturbing behavior. While the patient’s 
personality may not be equipped to meet the strains 
of adjustment outside the hospital, nevertheless, he 
can mingle with other patients and even carry out 
simple duties. 

There is a tendency to minimize this type of im- 
provement, to speak of improved hospital adjust- 
ment, and to criticize the operation of lobotomy as 
being performed for administrative reasons, to quiet 
a noisy and dangerous patient for the benefit of the 
staff. Such criticism overlooks the fact that unless 
the patient were suffering intensely, he would not 
be driven to behave in that manner. When the tor- 
ment is ended by operation, the patient wakes up to 
a world where fear is gone, and when there is no 
fear there can be no hate. 

Extensive experience with lobotomy programs in 
various mental hospitals*® shows that one-third of 
these patients become well enough to leave the hos- 
pital and another third become more manageable, 
while the remainder show little or no improvement. 
It is quite extraordinary that the same results are 
obtained in hospital after hospital and by surgeon 
after surgeon, using different methods, yet accom- 
plishing approximately the same discharge rate. 

The effects of standard lobotomy on the person- 
ality of the better preserved patients have been far 
from satisfactory. All too often the patients able 
to live at home or even to work before operation, 
have become idle drones, outspoken, tactless and ir- 
responsible. Only in exceptional cases is the pic- 
ture of the frontal dement observed, but, neverthe- 
less, many investigations have been undertaken with 
a view to avoiding such distressing sequels. Graded 
lobotomy, unilateral lobotomy, bimedial lobotomy, 
and transorbital lobotomy have been developed as 
well as topectomy, gyrectomy, thalamotomy, and cor- 
tical undercutting. From these efforts at improve- 
ment, certain principles seem to stand out: 


1. The operation must be extensive enough so 
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that the symptoms can be brought under control. 
This may occur spontaneously following operation 
or with the aid of further shock therapy and re- 
habilitation. An inadequate operation is useless. 

2. The operation must not trespass upon impor- 
tant structures in the posterior portions of the frontal 
lobes; in general, it must not sacrifice too much 
tissue. Too extensive an operation is ruinous. 

3. The older the patient the more conservative 
the operation. In children, however, maximal op- 
eration is needed to secure any substantial result. 

4. Conservative operations are more rewarding in 
patients with severe painful conditions, in patients 
with psychoneuroses, and in most instances of agi- 
tated depression. Chronicity, however, measured in 
decades rather than in years, is an indication for 
more extensive operation, even though there is some 
personality downgrading. The first essential for 
success is relief of suffering. 

5. Lobotomy should be avoided in patients with 
alcoholism, drug addiction (except in pain cases), 
criminality of the psychopathic variety, and in pa- 
tients with organic brain disease except for par- 
kinsonian and thalamic syndromes. 


SELECTION OF PATIENT 
The primary effect of lobotomy and similar op- 
erations upon the patient is the reduction of painful 
affect, the elimination of dread, of tortured self- 
The more anxiety in the clinical picture, 
Thus, 


concern. 
the more dramatic the result is likely to be. 
symptoms such as fear, apprehension, anxiety, and 
obsessive tension are strikingly relieved. Since anx- 
iety of a self-perpetuating type is aggravated by 
shock therapy, severing the thalamofrontal radiation 
is desirable as a primary procedure, provided, of 
course, that in spite of conservative treatment, the 
patient is still faced with disability or suicide. Anx- 
icty has a forward-looking sign when it becomes 
dread or apprehension and a backward-looking sign 
when it is tinged with guilt or remorse. Fear of the 
future on the basis of past misdeeds more often fan- 
cied than real, yields like magic to lobotomy. 
Symptoms such as delusions, depression, obses- 
sions, phobias, conversion reactions, and many psy- 
chosomatic complaints are favorably influenced in a 
majority of cases. Fixed motor patterns on a com- 
pulsive basis are more difficult to control and often 
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persist for a long time after the need for their ex- 
hibition is terminated. The same holds true for 
alcoholic indulgence. 

Hallucinations occupy a special province. They 
are, of course, very common phenomena in schiz- 
ophrenia and in the early stages of the disease are 
quite often abolished by lobotomy. However, when 
the disease has become chronic, hallucinations are 
apt to persist in spite of maximal interruption of 
the thalamofrontal radiation. When they do so, 
the future course of the patient is usually unfavor- 
able. Nearly all the failures of operation are asso- 
ciated with persistence of hallucinations. This has 
led to the hypothesis that the neural process under- 
lying hallucinations is located outside the frontal 
lobe, presumably in the temporal lobe. Williams 
and I® have reported the case of a patient who was 
relieved of auditory hallucinations after removal of 
Thus a new field of psy- 
but that is an- 


the amygdaloid nuclei. 





chosurgery may have been opened 
other story. 

Poor results are obtained in patients who have 
given up the struggle and who accept their abnormal 
sensations with a certain tolerance or 
Dying out of the emo- 


ideas and 
amusement or grandiosity. 
tional distress is an ominous symptom as far as 
lobotomy is concerned. 

The most satisfactory patients, from the stand- 
point of end results, are those with anxiety neuroses, 
obsessive tension states, depersonalization syndromes, 
agitated depressions, and chronic painful conditions 
with or without organic changes. The distress, both 
mental and physical, is usually promptly abolished. 
In these cases a conservative operation may be em- 
ployed that preserves the patient’s ability to func- 
tion at a high level in his social group. 


Good results may be expected in cases of early 
schizophrenia, that is, in patients who have been 
hospitalized less than a year. In such patients there 
is often persistence of the basically rigid personality 
with some likelihood of relapse in later years. Sim- 
ilar good to moderate results may be obtained in 
chronic psychasthenic reactions with many compul- 
sions. Following operation, the patient may become 
a rather disagreeable aggressive individual who ex- 
presses his real feelings instead of concealing them 
beneath a ritual of self-punishment. 


The poorest results are obtained in patients with 
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chronic schizophrenia although some of them are 
enabled to live at home. Psychotic deterioration is 
a substantial barrier to gainful employment. 


CHOICE OF OPERATION 

Psychosurgical operations have to be judged by 
certain criteria. 

1. Safety. Any operation that carries an opera- 
tive mortality of more than 5 per cent must be con- 
sidered hazardous. In the hands of skilled workers, 
this criterion has been met by all. Major operations 
like topectomy and lobectomy present too many 
complexities to be considered safe for general adop- 
tion. Transorbital lobotomy has the lowest over- 
all mortality rate of 1.6 per cent. 

2. Effectiveness. This rules out unilateral lobot- 
omy, at least for psychiatric cases, although its use 
in pain cases is often gratifying. I have two speci- 
mens in my laboratory, however, in which the sur- 
geon unknowingly penetrated into the opposite frontal 
lobe through the corpus callosum. The effectiveness 
of prefrontal lobotomy is now pretty well known. 
Other operations will undoubtedly surpass its ef- 
fectiveness, but at least we have a yardstick for 
comparison. My series of transorbital lobotomy cases 
compares favorably with the Freeman-Watts series. 

3. Postoperative sequels. This reduces itself prac- 
tically to the question of convulsive seizures. In 
general, the larger the area of cortical cicatrization 
and the closer this lies to the motor area, the greater 
the incidence of convulsions. It has not yet been 
explained why reports of large series of cases should 
vary so much in the incidence of convulsions. The 
figures run from 3 per cent to 30 per cent or more’. 
In the Freeman-Watts series of seventy cases with 
multiple operations, the incidence of convulsive sei- 
zures was 47 per cent. The longer the period of 
postoperative observation, the higher the incidence 
of seizures. Thus far the incidence of convulsions 
following transorbital lobotomy is 0.5 per cent. 

4. Accuracy in the placement of incisions. The 
difference between success and failure may depend 
upon a deviation of as little as 5 mm. Posterior 
incisions leading to prolonged inertia and even even- 
tual death occur infrequently, but more often with 
prefrontal lobotomy by either the open or closed 
technic. 

5. The amount of nursing care and rehabilitation 
needed by the patient after operation. Restless pa- 
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tients may require strenuous efforts to prevent them 
from displacing the bandages and contaminating 
the wounds. Major prefrontal lobotomy keeps the 
patient in bed for four or five days at least, thus 
limiting the number of patients that can be under 
treatment at any one time. Most patients are up 
and about the day following transorbital lobotomy. 

6. Simplicity of the operation: A lobotomy pro- 
gram in a state mental hospital must be considered 
against a background of shortage of everything but 
patients. 

This criterion eliminates such procedures as thala- 
motomy and makes possible such operations as topec 
tomy, cortical undercutting, and lobectomy only under 
unusual circumstances. 

Transorbital lobotomy thus answers all the require- 
ments of safety, minimal complications and nursing 
care, and simplicity of performance. Its effectiveness 
is still to be tested over a long period. 
little less effective in chronic cases of schizophrenia. 


It seems a 


Because of the good preservation of personality, how- 
ever, this operation may be used in earlier cases of 
the disease with the hope of substantial restoration 
to social existence outside the hospital. 


WHEN TO PERFORM LOBOTOMY 


Most patients on admission to state mental hos- 
pitals are already in the chronic stage of their dis- 
ease. They have been kept at home as long as pos- 
sible and have undergone medical and other treat- 
ments. Maybe previous attacks of milder character 
had been relieved by shock therapy. Indeed, the his- 
tory, as taken at the time of admission, may reveal 
emotional difficulties extending back for months if 
not for years. It is well to give these patients a 
certain period of time in the hospital for the normal 
process of restoration under conservative manage- 


ment. Approximately a third of the patients will 


improve in six months or less. If the patient is mak- 


ing no progress at the end of six months, he should 
be seriously considered for lobotomy. 
wise to postpone operation, but not in the hope that 
repeated courses of shock therapy will effect a restora- 
Reliance upon shock therapy to 


It may seem 


tion to normal. 
maintain a patient in reasonably good condition is 
like giving morphine to a patient with a bellyache. 
It clouds the symptoms and conceals the advance 
of deterioration. The chances of recovery after a 
year in the hospital go rapidly downward, not only 
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for schizophrenics, but also for patients with in- 
volutional depressions. Hence it is safer to operate 
than to wait, both from the standpoint of the patient 
If the fam- 


ily still has some hope or expectation of the patient 


and from the standpoint of the family. 


coming home, its members will be prepared to un- 
dergo some difficulties. These difficulties are mag- 
nified into hardships if the patient is allowed to 
continue for an indefinite period, establishing fixed 


An- 


other important point in favor of earlier operation 


patterns of behavior in the mental hospital. 


is that a simpler and more conservative operation like 
transorbital lobotomy may be carried out with suc- 
cess, while in the chronic case, a more radical opera- 
tion, with consequent personality downgrading, may 
be required. 
SUMMARY 

More than one thousand lobotomy patients have 
been followed for a period of from two to fifteen 
vears. The operation relieves a fixed state of tor- 
tured self-concern and thus restores a large number 
of patients to useful existence. It can also relieve 
the suffering of advanced malignant disease and 
other painful conditions. 

Lobotomy is useful in relieving chronic mental 


patients of the distress that causes them to react with 
When their suffering 


noisy and disturbed behavior. 
is relieved, they can join other patients in useful 


work. 


“Your Doctor” Movie to be Distributed 
Nationwide. 
Of special interest to the medical profession is 
the short subject film—‘‘Your Doctor” now being 


released by RKO Pathe to theaters from coast to 
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Of the various operations on the frontal lobe, 
It is well adapted 
to a state hospital program because of its simplicity 


transorbital lobotomy is the safest. 


and the minimal nursing care required. 

Lobotomy should be considered in a mental pa- 
tient who fails to improve after six months of con- 
servative therapy. It is safer to operate than to wait. 
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THE TREATMENT OF THE PERFORATED APPENDIX* 


Wa ter H. Burrey, M.D.+ 


Richmond, Virginia 


and 


Francis B. LEE, M.D.,+ 


Monroe, North Carolina. 


Prior to the advent of the sulfonamides and the 
antibiotics, most surgeons advocated the conservative 
treatment of the perforated appendix, especially where 
there existed a localized abscess. Ochsner, in 1945", 
summarized opinion up to that time, and advocated 
excision of the appendix without drainage where 
there was no evidence of definite and demonstrable 
localization. He also advised secondary closure 
in these cases. Conservative therapy was advocated 
in those cases presenting a localized inflammatory 


process or abscess. It has been stated that in 75 


I. Localized Peritonitis 
A. Appendectomy without Drainage 
B. Appendectomy with Drainage 


II. Generalized Peritonitis 
A. Appendectomy without Drainage 


III. Abscess 
A. Appendectomy without Drainage-___- 
Appendectomy with Drainage - 
. Drainage without Appendectomy- 
. Conservative _ 


a trend toward more infrequent use of drain- 
age®9.10,18,27.28 This is especially true in those cases 
Where ab- 


scess is present, however, the so-called ‘conservative 


of perforation where no abscess exists. 


treatment”, drainage alone, or appendectomy with 
drainage continue to be advocated by many’ 15.14, 
19,20,23,28" Our experience with the following series 
of ca-es indicates that with the recent advances in 
pre- and post-operative care the necessity for ‘“‘con- 
servative treatment” and drainage has diminished. 

During the period of April 1, 1946, through March 


Average Days 


in Hospital None Mild Moderate Severe 
9.8 12 


10.5 1 


Taste I, 


per cent to 80 per cent of these cases, the acute process 
subsides, allowing interval appendectomy at a later 
date. The remaining 20 per cent to 25 per cent 
progress to localized suppuration, requiring drainage, 
with subsequent interval appendectomy. 

However, there has been a recent trend to more 
vigorous treatment of the perforated appendix, and 





+Formerly Residents in General Surgery, McGuire V.A. 
Hospital, Richmond, Virginia. 

Published with permission of the Chief Medical Direc- 
tor, Department of Medicine and Surgery, Veterans Ad- 
ministration, who assumes no responsibility for the 
opinions expressed or the conclusions drawn by the 
authors. 

*Read before the annual meeting of The Medical Society 
of Virginia at Virginia Beach, October 7-10, 1951. 


31, 1951, 
appendicitis at McGuire V. A. Hospital, Richmond, 
Of these cases, 88 (11.31 per cent) were 
perforated. There was no mortality in this series. 


778 appendectomies were done for acute 
Virginia. 


This is in contrast to the mortality rate of somewhat 
more than 5 per cent generally reported in perforated 
appendicitis. 

These cases were operated upon by the various 
members of the resident staff, full-time staff and at- 
tending staff. In those cases treated by members 
of the resident staff, the final decision as to the type 
of treatment was made by the full-time or attending 
surgeon responsible. No attempt was made to create 
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a control series. In all cases, the type of treatment 
was that which appeared indicated in the individual 
case. 
“ . . . 
These cases have been divided, according to the 
pathology present, as follows: 1. Localized peri- 


tonitis, 2. Generalized peritonitis, 3. Appendiceal 


abscess. Further division has been made according 
to operative treatment. Results were measured by 
days of hospital stay and by number and degree of 
complications in an effort to compare the post-op- 
erative courses of the various groups and sub-groups. 
These data were as summarized in Table I. 

Complications listed as “mild” include fever per- 
sisting beyond five days, mild paralytic ileus, and 
minor infections. Those listed as “moderate” include 
residual or recurrent intraperitoneal abscesses which 
yielded to conservative treatment, or paralytic ileus 
requiring active therapy, in all but two cases. There 
was one instance of post-operative pneumonitis and 
one instance of persistent and prolonged drainage 
following removal of a drain. The complications 
listed as “‘severe” will be described under the various 
sub-groups. 

LOCALIZED PERITONITIS 

This situation is characterized by peritoneal in- 
flammation in the immediate neighborhood of the 
perforated appendix, without actual abscess forma- 
tion. There may be cloudy or seropurulent fluid 
present but no frank pus. Lehman®!*, has discussed 
this phase of the development of peritonitis at length, 
and has advanced the apt term, “the contaminated 
peritoneum”, which would encompass most of the 
19 cases in this group. Seventeen were treated by 


appendectomy without drainage and two were 
drained. There were no severe -complications. It 
will be noted that, in general, the results in this 
group approximate those expected in unperforated 
appendicitis, 
others®10,18, 


It would appear that appendectomy without drain- 


and corroborate the experience of 


age is the treatment indicated in this type of case. 


GENERALIZED PERITONITIS 
The term, “generalized peritonitis’, is self-ex- 
planatory, and implies spread of infection to the 
distant reaches of the peritoneum. The systemic 
effects are well known. There were 27 cases (30.7 
per cent) in this group, all of which were treated by 


appendectomy without drainage. Average hospital 
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stay was 13.8 days as compared with 9.8 days in 
the group showing localized peritonitis without 
abscess. 

There were 5 severe complications in this group. 
One patient developed a toxic psychosis and was 
transferred to the psychiatry service five days after 
operation. ‘Two cases were classified as severe be- 
cause of their markedly septic post-operative course. 
One of these patients had been discharged from an- 
other hospital 17 days previous to admission to 
McGuire, after conservative treatment for appen- 
diceal abscess. He had been advised to have an in- 
terval appendectomy at a later date. There was 
one case of secondary pelvic abscess which developed 
The fistula healed 
Another case of secondary pelvic 


a fecal fistula after drainage. 
spontaneously. 
abscess yielded to conservative treatment. In only 
the latter two cases could drainage have been of 


possible value, and then not necessarily so, since 


the abscesses developed in areas remote from the 


site of the appendix. 

There are those who still contend that exploration 
is not indicated in generalized peritonitis. However, 
it seems to us that the danger of depressing the resist- 
ance of the already damaged peritoneum is far out- 
weighed by the advantage of removing the source of 
the infection. This seems a rational conclusion in 
view of present knowledge and methods. 

We believe that the correct operative treatment in 
cases of generalized peritonitis secondary to perfora- 
tion of the appendix is appendectomy without drain- 
age. 

ABSCESS 

The term, “appendiceal abscess”, implies localiza- 
tion with frank suppuration, effectively ‘“walled-off” 
from the remaining peritoneal cavity; ‘analogous to 


bd 


the “localized peritonitis” des¢ribed by Lehman. 
There were 42 cases (47.7 per cent) in this group. 
The treatment instituted is listed in Table I. 

Of the 24 cases (27.3 per cent) which were treated 
by appendectomy without drainage, there were four 
which showed severe complications. There were two 
recurrent abscesses which drained spontaneously per 
rectum, one recurrent abscess requiring drainage, 
and one case of small bowel obstruction resulting 
from adhesions, eventually requiring laparotomy and 
lysis of adhesions. 

There were no severe complications in the 11 cases 
(12.5 per cent) treated by appendectomy with drain- 
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This fact would seem to contradict our thesis 
but not necessarily so. It will be noted that the 
ratio of all degrees of complications to the total num- 
ber of cases in both groups is almost identical (12 
in 24 in group A. and 5 in 11 in group B.). In ad- 
dition, the group without drainage had a shorter 
hospital stay (12 days as opposed to 16.1 days). 

All three of the cases treated by drainage without 
appendectomy presented severe complications. The 
first patient developed a second abscess following 
removal of the drain, and required a second drain- 
readmitted one month 


age. 


age procedure. He was 
after discharge with intestinal obstruction which 
yielded to conservative therapy. He was readmitted 
after three months with another abscess, having failed 
to return for interval appendectomy. Appendectomy 
without drainage done at that time was followed 
The second patient devel- 
oped post-operative lobar pneumonia. He has not 
returned for interval appendectomy. The third pa- 
tient sustained a second perforation 19 days after 


by uneventful recovery. 


discharge. He, too, underwent appendectomy with- 
out drainage followed by uneventful recovery. Aver- 
age total hospital stay in these cases was 36 days. 

In the group treated conservatively, all four cases 
progressed satisfactorily. Two of these patients re- 
turned for interval appendectomy, the remaining 
two have not. Average hospital stay was 26.8 days. 
The second admission in the two cases of interval 
appendectomy average 6.5 days. 

Varied indications’** and disadvantages” for 
drainage have been advanced, most of which are 
equivocal. It appears to us that if the offending 
appendix is removed there is seldom any need for 
or advantage in drainage. Further, it does not ap- 
pear to us that drainage of the wound, or secondary 
closure, offer any advantage. However, this is not 
to say that drains are never indicated. Each case 
must be evaluated on its own and all factors con- 
sidered. As Hoerr® has pointed out, “the high mor- 
tality reported elsewhere in cases in which drainage 
was used is far more likely to be related to the fact 
that it is used in the worst cases, rather than to the 
iniquity of the drains themselves”. 

Drainage of an appendiceal abscess without ap- 
pendectomy does not seem justified. .The danger 
of a second perforation while awaiting interval ap- 
pendectomy has been noted by Conroy? and reaffirmed 


by Gramse®. Second perforations occur within a 
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shorter interval following onset of symptoms than 
that of the primary perforation. Gramse calls at- 
tention to the development of the false diverticula 
which often result at the site of previous perfora- 
tions which have healed. His group of 47 cases, 
treated initially by drainage without appendectomy 
or by the conservative method, showed diverticula in 
This 
aspect of the disease has not received the attention 


35, when appendectomy was eventually done. 
which it apparently merits. Two false diverticula 
were reported as incidental pathologic findings in 
our series. 

The prolonged ccnvalescence which follows this 
type of treatment and the need for further hospital- 
ization for interval appendectomy is of obvious eco- 
nomic importance. 

What has been stated in regard to drainage alone 
in appendiceal abscess may also be said of the so- 
called conservative treatment. In addition. in 20 
per cent or more of cases, resolution of the abscess 
does not take place, and drainage, with or without 
appendectomy, must be done. 


SULFONAMIDES AND ANTIBIOTICS IN 
APPENDICEAL PERITONITIS 

There is a growing feeling that the recent im- 
provement in results in appendiceal peritonitis is due 
in a large part to the use of the sulfonamides and 
antibiotics. 

All of these patients received sulfonamides or an- 
tibiotics in various combinations and by various 
routes, as conditions seemed to indicate. During 
the first year of the series the combination of sul- 
fadiazine and penicillin was used in the great ma- 
jority of cases. Only rarely were sulfonamides used 
intraperitoneally, but varying amounts of penicillin 
were frequently used in that manner. ‘There fol- 
lowed a period of approximately three years in which 
penicillin and streptomycin, both intraperitoneally 
and parenterally, were preferred. During the last 
year of the series most patients received penicillin 
and Aureomycin. 

The intraperitoneal use of sulfonamides is now 
condemned by most surgeons, but there is less definite 
opinion regarding the similar use of the antibiotics. 
Farrist has shown that the concentration of strep- 
tomycin in the peritoneal fluid after parenteral ad- 
ministration tends to equal that of the blood. One 
might argue, therefore, that intraperitoneal admin- 
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istration has no specific advantage. However, the 
local use of antibiotics would seem to provide an 
immediate effective concentration at the site, unim- 
peded by the inflammatory barrier which in some 
cases prevents the action of the blood-born agent. 
Pulaski* and others have shown that the flora in 
perforated appendicitis is varied, with as many as 
5 to 16 species present, the most common being E. 
coli, aerobic and anaerobic streptococci and the Clos- 
tridia. 
the local production of the bacterial enzymes, strepto- 


Tanturi*® presents evidence to indicate that 


kinase, hyaluronidase and lecithinase is the prime 
factor in producing morbidity and mortality. It is 
suggested that the effect of the sulfonamides and 
antibiotics is to destroy the various bacteria whose 
synergistic growth is necessary for the production 
of these enzymes. Kay!!!” has discussed the possible 
role of decreased prothrombin activity and of im- 
balance of circulating fibrinolytic and antifibrinoly- 
tic factors in the progression of appendiceal peri- 
tonitis. 

Yaeger’ has concluded that since Aureomycin is 
extremely effective against E. coli as well as against 
most strains of Gram-positive cocci, further studies 
may prove it to be the antibiotic of choice in the 
treatment of appendiceal peritonitis and he suggests 
the use of penicillin and Aureomycin as a “dual 
adjunct” in this condition. None of these cases 
received Terramycin or Chloromycetin. However, 
since Terramycin is much less prone to cause phle- 
bitis on intravenous administration, it may eventually 
The 


development of a parenteral form of Chloromycetin 


become a most useful drug in this condition. 


may widen the scope of this drug. 
¢€ 


OTHER CONSIDERATIONS IN TREATMENT 
A detailed discussion of the treatment of appen- 
diceal peritonitis is not within the scope of this 
paper. This subject has been well reviewed by 
others. As has been pointed out by Slattery** and 
others, it is difficult to evaluate the role of any. single 
factor in the presence of so many recent advances 
in surgical care. Among these factors may be listed 
improved knowledge of and management of fluid 
and electrolyte balance, blood replacement, nutri- 
tion, anesthesia, post-operative ambulation, geriatric 

problems and operative technique in general. 


SUMMARY AND CONCLUSIONS 
1. A series of 88 consecutive cases of perforated 
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appendicitis is reviewed. There was no mortality 
in this series. 

2. In the light of present knowledge and methods, 
appendectomy without drainage would appear to be 
the treatment of choice in all stages of perforated 
appendicitis with few exceptions. 

3. A short review of current thought on the role 
of antibiotics in this condition is presented. 
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Tips for the Doctor’s Secretary. 

Practical public relations techniques for dealing 
with the doctor’s patients are included in two new 
illustrated booklets which the American Medical As- 
sociation soon will make available to physicians. A 
20-page pamphlet—designed as a brief guide for 
secretaries—will be sent to all AMA members. Es- 
pecially valuable as a training guide for girls inter- 
ested in becoming medical secretaries is the 60-page 
detailed manual which will be available July 1 to 
individual physicians through state medical society 
offices. 

New Medical Films. 
Several important medical and health films now 


are available to state and county medical societies 
through the AMA’s Committee on Medical Motion 
Pictures. Films for the lay audience include “Be 
Your Age” (heart disease), “Breakdown” (mental 
health), ‘““Man’s Greatest Friend” (animal experi- 
mentation on rabies), and “The Nation’s Mental 
Health.” Suitable for professional meetings are 
“Functional Anatomy of the Hand,” “The Quiet 
One” (psychiatry), “Sciatic Pain and the Interver- 
tebral Disc,” and “Shades of Gray” (psychiatry). 
These films are available on a service charge basis. 
An up-to-date and complete list of all films added 
to the library in the last few months can be obtained 
from the Committee. 
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THE MANAGEMENT OF CROSSED EYES* 


ELBYRNE G. GILL, M.D., F.A.C.S., 


Roanoke, Virginia. 


The onset of strabismus or squint is gradual. 
Usually, however, it is after the first eighteen months 
and becomes very noticeable at four or five years of 
age as the child then becomes interested in near 
work, which requires accommodated efforts. The early 
treatment of crossed eyes or squint by glasses or 
medical treatment often corrects the defect. Children 
do not outgrow crossed eyes. Not infrequently a 
parent is heard to say her family doctor told her not 
to do anything for the child as he is too young and 
This is a mistake. The only thing 
The old adage, “As 


a twig is bent, so the tree will grow” is true with 


will outgrow it. 
we ever outgrow is our clothes. 
crossed eyes. If the condition is not corrected early, 
there will certainly be loss of vision due to macula 
degeneration, which will occur in most cases before 
the age of three. I cannot stress too strongly the 
importance of early recognition and treatment of 
these conditions if we are to have normal vision in 
these children. 


If all cases of strabismus presented the classical 


textbook signs and symptoms, the subject would be 





Fig. 1—Woman, age 48—Alternating Convergent Squint—-90 
prism diopters 
Operation: Recession—-LMR—5 mm 
Resection—LLR—9-11 mm 
Recession—RMR—5 mm 
Resection—RLR—9-11 mm 


of little interest; however, each one presents some 
variation which makes the diagnosis and treatment 
a difficult problem. Some of the problems are as 
follows: 


*Read before the annual meeting of The Medical Society 
of Virginia at Virginia Beach, October 7-10, 1951. 


1. Is the patient a medical or surgical case? If 
it is a medical case, what treatment is indi- 
cated ? 

2. Should we strive for only a cosmetic result or 
for a cosmetic and physiological result ? 

3. What do we mean by physiological result ? 

4. When is orthoptic training indicated ? 

5. How soon after operation should orthoptic 





Fig. 2.—Girl, age 14—-Alternating Convergent Squint 90° 


Recession—RMR—5 mm 
Resection—RLR—9-11 mm 


LMR 


Operation: 


Recession 5 mm 


training be started ? 

6. Does a concomitant squint appear gradually 
or suddenly ? 
7. What is the age limit for surgery ? 

8. Classification of squint. 

9. What is the anesthesia of choice? 

Before attempting to answer any of the above- 
mentioned problems, importance should be given to 
a definite diagnostic routine examination for each 
case which is as follows: 

1.. Refraction under complete cycloplegia. 

2. Visual acuity, fusion and diplopia. 

3. Measurement of the amount of deviation (a) 
with and without correction, using the screen 
and parallax method; (b) with and without 
cycloplegia; (c) for distance and for near; 
(d) in the six cardinal directions of gaze. 

4. Study of the movements of the eyes by the 
comitance test. This aids in obtaining infor- 

mation on primary restriction or secondary 
overaction in the different directions of gaze. 
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Fig. 3.—Boy, age 24%.—Alternating Convergent Sjvirt *0° 
Operation: Recession—RMR—5 mm 
Resection—RLR—9-11 mm 


Recession—LMR—5 mm 
It is particularly helpful where you have both 
vertical and lateral deviation. 
5. A study of the near point of convergence. 


PREDISPOSING CAUSES 
Predisposing causes of strabismus are many, and 
different authors have their own ideas. Some of 
the more important ones are as follows: 
1. Far-sightedness. 
2. Abnormal muscular variation. 


difference of the refractive 





3. Anisometropia 
error of the two eyes. 





Fig. 4.—Girl, age 4—Convergent Squint—65-75° 


Operation: Recession—LMR—5 mm 
Resection—LLR—9-11 mm 


Recession—RMR—4 mm 
4. Defective ability for fusion. 
5. Amblyopia or poor vision. 
6. Hereditary tendency to squint. 
The muscular deviation of squint may be classi- 
fied as follows: 
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1. Paralytic 
(a) Central 
(b) Peripheral 
(c) Supranuclear 
2. Non-paralytic squint 
(a) Manifest (Concomitant) 
(b) Latent (Heterophoria) 





Me. 


Fig. 5.—Boy, age 2—Alternating Convergent Squint—50 prism 
diopters 
Operation: Recession—LMR—4 mm 
Resection—LLR-—-9-11 mm 

Concomitant squint is classified according to di- 
rection as: 

1. Convergent 

2. Divergent 

3. Vertical 

4. Mixed 

The varieties of concomitant squint are: 

1. Constant 

2. Periodic 

3. Intermittent 

4. Monocular 

5. Alternating 

MEpIcAL TREATMENT 

Our medical treatment is as follows: 

1. Atropinization of the eyes. 

2. Occlusion of the fixing eye. 

3. Correction of the refractive error. 

4. Orthoptic fusion exercises. 

The ideal objective is not only to have eyes 
straight with glasses but to be straight without glasses 
and to have physiological function which consists 
of first, second, and third degree fusion with good 
amplitude, normal vision in each eye and eyes paral- 
lel. Treatment should be begun as soon as the 
squint is definitely manifested, regardless of the age. 

Orthoptic training is done under the following 
conditions : 
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1. Age must be over four years. 

2. I. Q. must be good. 

3. Attendance must be regular. 

4. Vision in poorer eye should be at least 20/40. 
5. Retinal correspondence must be normal. 

6. Paralytic cases must be eliminated. 

7. Marked vertical deviation must be eliminated. 
8. Patient must show a good capacity for binocu- 


lar vision on synoptophore. 


ANESTHESIA 
In children we use Vinethene and ether anesthesia. 
In adults we use preliminary medication and local 
The 


type of operation to be done depends upon the type 





anesthesia—sometimes retrobulbar injection. 


of squint. For correction of the lateral imbalance, 
we use the Lancaster modification of the resection 
cperation, and for the recession a modification of 
the Jameson operation: For suture material we em- 
ploy triple O plain catgut for both resection and re- 
We bandage 


the operative eye for one week and change the dress- 


cession and for closing the conjunctiva. 
ing daily. Both eyes are atropinized for three weeks. 
If glasses have been worn prior to the operation, 
we usually advise their continuance and also or- 
thoptic training, endeavoring to secure a physiologi- 
the 


cal and cosmetic result. For the correction of 


New Industrial Health Platters Available 

July 15. 

A new series of electrical transcriptions on indus- 
trial health will be available from the AMA’s Bu- 
reau of Health Education July 15 for use by local 
radio stations. 
up various phases of the industrial health field. 


The 13 programs in the series point 


Subjects include: eye problems in industry, the ag- 
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vertical imbalance, each case must be considered on 
its individual merits. 

In selecting individual muscles for surgery, we 
follow three cardinal principles: (1) to weaken a 
strcng muscle, (2) to strengthen a weak muscle, (3) 
to confine all surgery to the particular field involved 
and not to disturb normal fields. Generally speak- 
ing, it is good policy not to cripple the function of 
any one muscle but to spread the operation over 
multiple muscles. Thus, deviations of 20 to 25 diop- 
ters—one muscle; 40 to 50 diopters—two muscles; 
70 diopters—three or more muscles. By adhering 
to these rules no one muscle is excessively crippled 
and the movements of convergence and divergence 


are well maintained. 


CONCLUSION 

For our experience, we feel, first, that active med- 
ical treatment should begin as soon as the squint 
is definitely manifested. 

Second, medical treatment, which consists of 
atropinization of the eyes, occlusion of the fixing eye 
and correction of the refractive error should be thor- 
oughly carried out before the third year of life. 

Third, if medical treatment is not successful in 
six to twelve months, surgical correction is indicated, 


regardless of age. 


ing worker, the handicapped worker, women in in- 
dustry, occupational disease control, alcoholism, psy- 
chological problems of the worker in relation to 
supervision, absenteeism control, off-the-job time, 
protective clothing and plant safety, family health, 
the white collar worker, and control of air and water 
pollution. Ben Park, noted radio and television an- 
nouncer, narrates the series. 





VIRGINIA MEDICAL MONTHLY 


VOLUME 79, 


PSYCHIATRIC IMPLICATIONS IN ABORTIONS* 


Davin C. Wixson, M.D.., 


University of Virginia Hospital, 
Charlottesville, Virginia. 


Last year, Dr. Besse-Lee Caine and Dr. David C. 
Wilson reported a study they had made of therapeu- 
tic abortions performed at the University of Virginia 
Hospital. This report was given before the South- 
ern Psychiatric Society meeting at Williamsburg, 
Virginia, in November, 1950, and is to be published 
in the next number of Neuropsychiatry, the quarterly 
report of the Department of Neurology and Psychia- 
try at the University of Virginia Hospital. 

At the beginning of this study is a review of the 
literature on abortions. From this review it is 
possible to reach several conclusions: (1) That 
abortions are very common occurrences in the United 
States. Some authors report one abortion to every 
one and three-tenths pregnancies; (2) That the mor- 
tality rate in therapeutic abortions is quite low, while 
the mortality rate in all other types of abortions, 
including self-induced and criminal, is approximate- 
ly two per cent. The main risk is from sepsis; (3) 
Approximately 80 per cent of the victims of abor- 
tion are rendered sterile for a considerable period 
and 20 per cent of these remained sterile; (4) There 
are severe emotional changes in a large percentage 
of cases following abortion. These changes range 
all the way from a change in attitude toward the 
husband to a severe depression accompanied by 
suicidal ideas. 20 per cent of the patients in one 
series studied showed lasting psychiatric defects; (5) 
The study of the literature brought forth no clear 
indications for abortion. 
expressed in the literature, indicates that proper man- 


The present trend, as 


agement of a pregnancy will permit a successful 
termination regardless of the physical or mental 
disease a patient might have. However, there are 
still many contradictory ideas on the subject of psy- 
chiatric indications for interference with pregnancy. 
In the attempt to study persons who had had thera- 
peutic abortions at the University of Virginia Hos- 
pital, Drs. Caine and Wilson used questionnaires 
and requested that patients return for special inter- 


views. The response to this effort was very poor; 


indeed, so poor that few conclusions could be drawn 


*Read before the annual meeting of The Medical Society 
of Virginia at Virginia Beach, October 7-11, 1951. 


Nevertheless, the 
produced two results: 


from the study. investigation 

(1) Six psychiatric conditions were established 
as justifications for performing abortions. The con- 
ditions taken as indications are as follows: 

a. Previous psychosis of severe degree related to 

childbirth; 

Acute schizophrenia complicated by pregnancy ; 
A feebleminded woman who has already had 
defective children; 

A woman with a definite psychopathic person- 
ality who showed signs of beginning schizo- 
phrenia; 

A person whose schizophrenic reaction has be- 
come somewhat adjusted, but who is still de- 
pendent on others, probably living at home 
or in a retreat; 

A severe psychoneurotic of the obsessive-com- 
pulsive type who evidenced anxiety. 

(2) In October, 1950, a board was set up at the 
University of Virginia Hospital to consider all cases 
recommended by any member of the staff because 
of psychiatric indications for the surgical interference 
This board is composed of an 

The 
board 


with pregnancy. 
internist, a psychiatrist and a gynecologist. 
recommending doctor also was to act as a 
member. It was arranged that these three doctors 
examine the patient separately and then all four 
were to meet as a group to reach a conclusion regard- 
ing the proper action. 

The effect of this new approach te the preblem has 
From the year 1930 to 1949, there 
were 226 therapeutic abortions performed, an aver- 


been remarkable. 
age of 11.8 abortions a year. Since the board was 
established a year ago, there has been only one such 
operation because of psychiatric reasons. The great- 
er attention given the patient desiring the operation 
as well as to the conditions which made such a pro- 
cedure essential, have changed what seemed to be 
insoluble situations demanding immediate abortion 
into one that could be solved to the satisfaction of 
all parties. 
members of the board to see how much influence their 


It has been quite an education to the 
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The patients have felt that 
Therefore, they have 


decision would carry. 
they have had a fair hearing. 
taken the conclusion of the board as final and set out 
to make the best of the resulting situation whatever 
it may be. The recommending doctor, who is so 
often emotionally involved, was greatly relieved 
to have the responsibility of the decision to operate 


or not removed from his shoulders. 


The six psychiatric indications for interference 
with pregnancy proposed in the previous paper have 
also been under scrutiny. The fact that two severe 
schizophrenics, while pregnant, were treated with 
insulin shock without causing any apparent injury 
to the child and with marked improvement in the 
mother after normal delivery, made us feel that 
acute schizophrenia, no matter how severe, is not 
necessarily an indication for therapeutic abortion. 
We found that very little was know about a woman’s 
reaction to the loss of a fetus either at the time of 
the event or during the years afterward, so we de- 
cided to study their reactions. 


As a result, the following plan of study was for- 
mulated. Since an investigation by questionnaire 
had failed and since patients who were known to 
have had therapeutic abortions at the University of 
Virginia Hospital would not return for interviews, 
the previous method of study was abandoned. The 
new plan took advantage of the fact that during the 
taking of routine histories of patients entering all 
wards of the hospital, many women gave the history 
of a loss of a pregnancy in one way or another. 
Therefore, when such a report was given, the resi- 
dent on the service taking the history was to ask the 
patient if she would object to a psychiatric interview. 
If no objection was made, the patient was to be in- 
terviewed by a psychiatrist on at least two occasions. 
These two interviews were to be one hour in duration. 
In the first interview, the plan of study was explained, 
in this way giving the reason for the interview. Next, 
the type of interruption of pregnancy was determined. 
If induced, 
If another 


Was it spontaneous or induced? was 
it self-induced or by another person? 

person, was it a legal or criminal affair? 
of the fetus at the time of the interrupted pregnancy 
was determined. Was the child obviously alive be- 


The age 


fore the loss? Was it alive after birth, or was it 


born dead? In the third place, the attitude of the 


mother to the pregnancy was reviewed, then the im- 
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mediate reaction to the separation of the fetus, and, 
finally, the reaction at the present time. 

This form of study has gone on since July 1, 1951. 
When the plan was organized it was decided that at 
least two hundred patients should be interviewed 
before definite conclusions could be reached in re- 
gard to the value of this method. The present report 
is based on a more detailed study of twenty-five 
patients who have been either patients of the writer, 
persons who had been patients on the psychiatric 
service, or persons in the community who were known 
well enough for the investigator to feel certain of 
These 
patients have had many hours of study, so the con- 
clusions drawn here are based on a thorough knowl- 
edge of these individuals. 


the facts obtained in his intimate interview. 


Several findings have been so constant in their 
presence in this small sample that they seem worthy 
of comment. First, however, I should like to report 
in more detail the results of some of the interviews. 


The first case is that of a housewife of twenty- 
At the time of the miscarriage she was 
twenty-six. She had one son, age 312 
one daughter 11% years old. She is now pregnant. 
The following is a quotation of her description of 


seven. 
years, and 


her loss of pregnancy: 


“My miscarriage came as a complete surprise to 
me as I had not realized that I was pregnant. Al- 
though I had missed a period, I had supposed it 
due to emotional stress at the time. 

“In spite of the lack of anticipation of a new 
child, I felt a terrific loss and was most depressed. 
Actually, it would have been a most inconvenient 
time for us to have had this child, but that fact did 
not console me at all as I knew we could have made 
out. The doctor’s rationalization that the child 
probably was defective did not help my spirits as I 
was convinced that the whole thing was my fault— 
that I should have known and taken better care of 
myself. I was constantly brooding over the child 
(although it was only a 6 week fetus), what it might 
have looked like, what it could have been. It took 
several months to think sensibly about it and I was 
determined to have another as soon as possible. I 
became pregnant again about a year later and am 
having a normal pregnancy with no trouble. I will 
always regret my miscarriage, wonder why, and feel 
that one child is missing.” 


The emotional response described here is typical 
of the depression and guilt feelings. The fact that 
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there is no apparent justification for guilt does not 
prevent its appearance. 

The next case is that of a mother of four children. 
She is now fifty and her fifth pregnancy occurred 
when she was thirty-five, soon after her last child 
was born. A therapeutic abortion was done because 
of psychiatric and physical indications during the 
first few weeks of pregnancy. There were, accord- 
ing to the record, no complications, yet fourteen years 
later she states that she has always felt a loss. She 
has feelings of guilt and depression. She shows fre- 
quent emotional disturbances, depression, with an 
escape into alcoholism. The abortion is still a vivid 
factor in her life, needing constant repression. Ap- 
parently there was no depression immediately, but 
there was a year later and has been at intervals since. 

The third case is that of a woman of thirty-five 
who has been a psychopath since she was fifteen. She 
is certainly one in whom you would expect very few 
guilt feelings. She described her reaction to a ther- 


apeutic abortion done ten years ago and a criminal 


Both were done during 
There was no in- 
fection following either abortion. She stated that 
she had no feeling toward the fetus in either instance. 
In regard to the first episode, she did like the father 
at the time of conception although she did not know 
him too well. She has hated him ever since. He is 
still in the community. She was quite depressed 
and felt guilty. She had many religious qualms 
which disturbed her for some time. In regard to 
the second episode, she was approximately two months 
pregnant at the time of the abortion. She went 
through all kinds of difficulties to get rid of the 
fetus. Her boy friend managed the whole affair. 
He has been quite anxious to marry her but she 
has refused. After the abortion, she went into a 
deep depression and made an attempt at suicide, 
causing her hospitalization. She states now, two 
years later, that her depression lasted six months 
and that her sexual feelings did not return for a year. 
She said she had no religious scruples about the 
business the second time nor did she have any feel- 
ings of guilt about the operation. She just got 
horribly depressed and stayed that way. Two years 
later she still has a great deal of anxiety when on 
the streets and does not like to go out alone. 

The next case is that of a woman who has had 
two criminal abortions. She tried to escape her 


abortion done one year ago. 
the early weeks of pregnancy. 
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guilt by rationalizing. The first operation was forced 
on her by her brother and her mother because her 
husband was worthless, had abandoned her, and 
they did not want to support the child. She claimed 
she had no immediate reaction, but three months 
later she went into a severe anxiety reaction with a 
great deal of depression and many hysterical mani- 
festations. Her regression to child-like whining and 
crying was quite striking. After this, she recovered 
sufficiently to support herself for eight years in a 
normal manner. ‘This spring she again became 
pregnant in an illegitimate fashion and again was 
“forced” to have a criminal abortion by her boy 
friend. Following this, she made a suicidal attempt 
and was referred to our service. Her illness lasted 
two months, having all the characteristics of the pre- 
vious one. She now has returned to work. She stated 
that she had no feelings of guilt regarding the 
They were forced on her and were not 
her fault. She was not to blame for her seduction, 
and soon. Nevertheless, she went into a severe emo- 
tional illness lasting two months after being well 


abortions. 


for over five years. 

Another variation in the picture is offered by a 
woman of forty who, four years ago, was pregnant 
for the first and last time. She was very sick dur- 
ing the pregnancy. Finally, the fetus died. It was 
removed from the womb by a hysterotomy. She 
states now, as she looks back that her feelings have 
always been those of relief and that there was no 
depression following the operation. She did cry 
for two days when she knew that the fetus was dead. 
Nevertheless, she has had a lot of domestic difficulty 
ever since and has last her love for her husband. 
She claims that there is no relationship between the 
loss of the child and her present reaction, yet the 
two have coincided. 

One woman had a stillborn baby at seven months, 
a baby of seven months that lived a few hours, then 
a child who has lived, and, finally, another child 
born at seven months that lived for only a short 
period. After this last episode, she became markedly 
Verbalizing her grief over the loss of 
Recently 


depressed. 
her chlidren seemed to help a great deal. 
she has had paranoid ideas regarding her husband. 
There was no question of interference here but the 
depression occurred neverthless. 

The next case is that of a mother of fourteen 
children. All lived but the last, which was born 
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dead. 
pressed and had to be hospitalized. 


Following this, she became markedly de- 


Finally, there was a young lady of twenty-one 
who was separated from her illegitimate baby im- 
mediately after its birth. She was not allowed to 
see it or to know where it went. When she came 
to see me three months later, she was mildly de- 
pressed. She had feelings of unreality with disasso- 
ciation. She complained of an empty feeling and 
a feeling of loss. This condition lasted for six 
months, then began to improve. When I last saw 
her a year ago, she discharged me because she was 
convinced that she could handle her own problems. 


The weakness of this present report is due to the 
fact that the majority of the cases have come to a 
psychiatrist for one reason or another. These reac- 
tions, therefore, may not be typical of that large 
number of women who have abortions, yet never ask 
for psychiatric help. We should be able to reach 
this other type of individual by means of study of 
the patients in the general wards of the hospital, 
a study that we plan to carry out. 


However, there are a few general conclusions that 
can be drawn from the review reported hére: (1) 
The reaction to the abortion should always be taken 
seriously, no matter in what month of pregnancy or 
under what conditions it is carried out, and will 
depend in large measure on the personality of the 
woman. (2) There is a more marked response to 
the child as such the more that child has established 
itself as a living entity. Children that are born 
alive or are separated after birth, have more lasting, 
although not necessarily a more profound effect on the 
emotions of the mother. (3) This study does not 
bear out the contention that abortion causes sterility, 
since many women after abortions of all types be- 
came pregnant immediately. (Nevertheless, in all 
the cases of criminal abortion and in some of those 
of the therapeutic type, there was an immediate 
(4) In all 


cases except the one in which the baby died in utero 


hostile reaction to the sexual partner). 
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and was later removed, there was always a feeling 
of depression and of guilt formation far beyond 
that justified by the circumstances. This reaction 
was usually immediate, but might appear months 
The reaction might reach psychotic propor- 
This de- 
pression reaction often came in those people who 
denied any feelings of guilt regarding their behavior. 

In conclusion, we have reviewed the findings from 
the study of twenty-five women who have lost a child 
while it was a fetus or just after birth. The loss 
was spontaneous in some cases, induced in others. 
In all, there were certain findings of a psychiatric 
nature which were present with sufficient frequency 
to be worth recording. These are: (1) The impor- 
tance of the personality make-up regardless of the 
situation; (2) The more the movements and other 
evidences of life in the fetus, the more severe are 
(3) In all cases, whether 
the abortion was spontaneous or induced, or whether 


later. 
tions carrying with it a suicidal threat. 


the responses to its loss; 


early or late in the pregnancy, there is danger of a 
depression reaction of severe degree. This reaction 
may occur several months after the loss of the child. 
The psychiatric implications to the loss of pregnancy 
are serious in so large a number of cases that the 
physician should be on guard and should attempt 
to relieve underlying feelings of guilt; (4) The sep- 
aration from the child after birth does not seem to 
have such a profound effect, although the memory 
of the loss is more lasting; (5) While there was no 
evidence of the sterilizing effect of abortion, there 
was evidence of a change in reaction toward the 
sexual partner. This reaction has been overlooked 
or at least not given the emphasis that it deserves. 
The attitude seems to be a very deep-seated affair, 
probably a result of projection of underlying feelings 
of guilt, but, nevertheless, a most universal finding. 
The change in feeling toward the sexual partner 
lasts for some time after the abortion and may have 


many complicating factors added to it, so that it 
becomes a cause of much of the domestic unhappiness 
that exists in such cases. 
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RUPTURED VASA PREVIA 


GEorGE SPECK, M.D., 
and 


Paut E. Hatter, M.D., 


Arlington, Virginia 


Velamentous insertion of the umbilical cord is 
not an uncommon occurrence, the usual figure quoted 
being in the neighborhood of 1%!*°. However, we 
are certain that if all placentae were carefully ex- 
amined, the incidence of membraneous insertions in 
varying degrees would be much higher. Too fre- 
quently, this placental abnormality is overlooked, 
or, if found, not recorded. Its importance is usually 
noted only when the major complication, vasa previa, 
occurs—and then only if genital bleeding and/or a 
dead baby results. 


In a most excellent review of this subject by Rucker 
and Tureman‘ in 1949, it was emphasized that vasa 
previa was essentially a fetal complication. We 
should like to reemphasize this point. Its importance 
lies in the fact that it must be differentiated 
from placenta previa and premature separation of 
the placenta, which are essentially maternal com- 
plications. Since the latter complications may be 
urgent and require immediate treatment, the psy- 
chological atmosphere of these emergencies may 
cause one to overlook the possibility of a ruptured 


vasa previa. The treatment of the latter is very 
different in that essentially there is none. 


After the rupture of vasa previa, the fetal blood 
loss is great and rapidly results in a dead baby 
before the true diagnosis is made. From the list of 
cases summarized by Rucker and Tureman‘, of the 
thirty-three cases in which rupture occurred and the 
effect on the baby noted, twenty-five babies died, 
or 76%. Of the eight who lived, seven were born 
per vaginam and one by cesarean section. Of the 
seven delivered vaginally, the placental vessel rup- 
tured in two cases when the cervix was fully dilated 
and delivery was immediate. 


Treatment, therefore, is dependent upon both ac- 
curate diagnosis and the state of the cervix. Rup- 
tured vasa previa can be easily differentiated from 
placenta previa and premature separation of the 
placenta. With placenta previa, the diagnosis is 
made by a vaginal examination and the presence of 
placental tissue palpated. With premature separa- 
tion, the differentiation may be a little more difficult. 
Usually, the patient is uncomfortable, the uterus is 


TABLE I 








Signs & symptoms of shock 


Ruptured 
Vasa previa 


Placenta 
previa 


Premature 
separation 





Absent 


May be present 


May be present 





Bleeding 


Never more than fetal 
& plac. volume—app. 
300-400 cc. Not pro- 
gressive 


Varying amounts. Usu- 
ally more than 400 cc. 
Progressive 


Varying amounts, Usu- 
ally more than 400 cc. 
Progressive 








Absent 


Absent 


Present 





Not tender. Relaxes 
between contractions 


Not tender. Relaxes 
between contractions 


Tender. May be tense 
and hard 





Fetal heart tone 


Usually absent 


Absent or present 


Absent or present 





Membranes 


*Ruptured 


Ruptured or intact 


Ruptured or intact 





Placenta 





Not palpable 





Palpable 





Not palpable 





*Case reported by Groseclose (6) the membranes were intact 





Aucust 1952 


tender and relaxes poorly between contractions. There 
may be marked changes in the blood pressure and 
pulse. However, dependent upon degree, there usual- 
ly is the picture of maternal catastrophe. Table I 
tabulates the major differences between these three 
placental complications. 


Once the diagnosis of ruptured vasa previa is 
made, the treatment is dependent upon the degree of 
If the cervix is fully dilated, 
prompt delivery of the baby is imperative. If vaginal 


dilation of the cervix. 


delivery can not be instituted at once, expectant 
treatment is in order. Cesarean section probably 
has no place in the treatment of this complication, 
for by the time it could be performed, the baby would 
have bled to death. The mother needs no treatment, 
for, as Rucker and Tureman‘ pointed out: 


obstetrical conditions carry so much risk for the baby, 


“Few 


and so little for the mother.” 


The following is a case report of a patient with 
ruptured vasa previa which was diagnosed before 
delivery: 


Mrs. M.C., a 20 year old white primigravida, was 
first seen in our office on 11-21-50. History, physi- 
cal examination and laboratory data were not re- 
markable . Her prenatal course was uneventful. Her 
E.D.C. was 4-23-51. On 5-5-51 (12 days after her 
E.D.C.), membranes spontaneously ruptured while 
the patient was asleep. 
1:45 A.M. Fifteen mintues later, she felt her first 


The time was estimated at 


painful contraction and fifteen minutes after that, 
at approximately 2:15 A.M., patient noted sudden, 
She 
diately called one of us (G.S.), and was admitted 
to the labor room at 3:00 A.M. (45 minutes after 


moderately profuse vaginal bleeding. imme- 


onset of bleeding). On examination, the patient was 
comfortable, with pulse, respirations and blood pres- 
sure all within normal limits. Contractions were 
Bleeding was minimal. 
No fetal 


The uterus relaxed well 


mild and every five minutes. 
The vertex was engaged in LOA position. 
heart sounds were audible. 
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between contractions and was not tender at any 


point. A pelvic examination revealed no evidence 
of placenta previa or low lying placenta. The ver- 
tex was engaged, membranes ruptured, the cervix 


almost completely effaced and dilated one finger. 


In view of the above findings, it was felt that 
placenta previa was ruled out. Any degree of pla- 
cental separation great enough to kill the baby would 
certainly have revealed itself by some maternal sign 
(e. g., changes in pulse or blood pressure, tender ab- 
It was, there- 
fore, felt that the source of blood was probably fetal 
and the most likely diagnosis ruptured vasa previa. 
Therefore, patient was allowed to continue her labor. 


domen, etc) of which there was none. 


After a labor of sixteen hours, a stillborn female 
infant was delivered by one of us (P.E.H.). The 
baby weighed seven and one-half pounds and was 
markedly pale. The placenta was easily expressed 
after two minutes, was pale in color and revealed 
a velamentous insertion of the cord with an obvious 
point of rupture in one of the veins along the rent 
in the amnion. 


SUMMARY 
1. A case of ruptured vasa previa is reported. 
2. Differential diagnosis is discussed. 
3. Treatment is considered. 
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BENIGN SOLITARY GRANULOMATOUS ULCERATION 
OF THE CECUM 


Joun L. Smoot, M.D., 


and 


James G. WI Is, M.D., 


Fredericksburg, Virginia. 


Inflammatory lesions of the cecum are extremely 
uncommon, and are rarely diagnosed correctly prior 
to exploration. A recent article in one of the cur- 
rent issues of the Annals of Surgery’ focused our at- 
tention on this rare and obscure malady, and since 
we were privileged to have recently treated a patient 
with this disease we felt that it was worthy of re- 
porting. In the article referred to above the literature 
is reviewed, and the reference is given in the bib- 
liography for those who may be interested in this 
phase of the subject. 

Eighty cases of this disease entity were collected 
by Barlow? in 1941. Since then three cases were 
reported by Harrison,’ and one by Cromar,‘ bring- 
ing the total to eighty-four. Cruvelhier is credited 
with the first description of simple cecal ulcer in 
his Atlas of Anatomy and Pathology in 1830.2 Ex- 
cept for clinical observations accumulated through the 
years very little has been added to clarify the obfusca- 
tion which has always been associated with this and 
other granulomatous lesions of the gastro-intestinal 
tract. Perhaps in time with the accumulated data of 
reported observations some correct understanding and 
evaluation of there lesions will become apparent. 
No mention of the subject of ulceraticn of the gastro- 
intestinal tract would be complete without reference 
to the article of most far reaching consequences, and 
the one which did most to popularize this subject. 
Crohn, Ginzberg and Oppenheimer® published in 
the Journal of the American Medical Association in 
1932 their monumental and oft quoted description 
of “regional ileitis”, a disease frequently, and most 
often referred to as “Crohn’s disease”. In January, 
1949, in this same publication, one of us (JLS), in 
an article, “Benign Nonspecific Neoplasms of the 
Gastro-Intestinal Tract”,’ attempted to differentiate 
this from the so-called Crohn’s disease. The clin- 
ical differences were stressed, and the similarity of 
the microscopic appearances were alluded to. 

Cecal ulceration has been found in ages from 18 
to 70. It is twice as common in men although our 
case reported here was a white female, age 29. Since 


the disease is outstanding as an example of solitary 
ulceration of the gastro-intestinal tract, numerous 
etiologic analogies between it and peptic ulcer have 
been marshalled. These theories of poor blood sup- 
ply, changes in pH, stasis with mucosal trauma, etc., 
do not bear critical investigation. The theories of 
cause and effect are legion, but departing from the 
realm of theory and even fantasy, nothing concrete is 
known about the cause of simple cecal ulcer. 

Experience has proved that early operation is the 
only feasible treatment. The following operative 
attacks have been advocated : 

1. Closure of ulcer with drainage. 

2. Local excision of the ulcer with drainage. 

. Right hemicolectomy (procedure of choice). 


3 
4. Exteriorization. 
5 


. Simple drainage. 
The best results have been achieved with 
As was true in our case, the sim- 


right 
hemicolectomy. 
ilarity with carcinoma of the cecum was too great 
to afford the luxury of a simple procedure, and right 
hemicolectomy was done. Before the age of anti- 
biotics the mortality was 40%, but with the advent 
of these valuable adjuncts a much more wholesome 
fate can be predictcd for current victims of this 
disease. 

In the present case a photomicrograph of the le- 
sion is shown. ‘The view as shown is photographed 
utilizing polarized light, and a highly refractile 
crystal is seen. As has been repeatedly emphasized, 
this may be a talcum granule, but, as emphasized 
by Gruenfeld® in a recent article, this is by no means 
diagnostic. As he points out an expert petrographic 
analysis is necessary to ascertain the chemical nature 
of crystals. Cellulose fibers, mineral deposits, cho- 
lesterol and many other foreign bodies can produce 
a similar microscopic appearance. Grossly, the le- 
sion reported did not resemble the usual tale gran- 
uloma de:cribed in many articles dealing specifically 
with this lesion. 

Case REPORT 


Miss B. M., No. 8093B, a 29 year-old white wom- 
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an, was admitted to the Mary Washington Hospital 
on April 24, 1951, complaining of abdominal pain 
of one week’s duration. The pain was cramping in 
nature, and had gradually increased in severity. 
There had been slight nausea, but no vomiting, and 
She had also 
noted a skin rash of the same duration. 


there had been no diarrhea or melena. 
Her past 
history revealed that she had had an appendectomy 
elsewhere ten years ago for ‘subacute appendicitis”. 
Convalescence had been normal, and she had had no 
further abdominal symptoms. Past history and fam- 
ily history were otherwise non-revealing. 

Physical examination showed a well developed but 
thin white female not apparently in any distress. 
There was a slightly scaly macular skin rash over 
the trunk and extremities characteristic of pityriasis 
The 


Examination of the 


rosea. E.E.N.T. examination was negative. 
heart and lungs were negative. 
abdomen revealed a hard, slightly tender mass 2 or 
3 centimeters in diameter in the region of the cecum. 
The rest of the colon was not tender, and there was 
and rectal examination 


The 


no muscle spasm. Pelvic 


were negative. Extremities were negative. 
temperature was 98.6. 

Laboratory examination showed the W.B.C. to be 
14,500, with 80% polymorphonuclears, 17% lym- 
phocytes, and 3% eosinophiles; hemoglobin was 13.9 
Blood Kahn was 


A barium enema examination with par- 


gm. “%. Urinalysis was normal. 
negative. 
ticular attention to the cecum showed a slight ir- 
ritability of the cecum, but the mucosal pattern ap- 
peared intact as did that of the terminal ileum. A 
minature chest film was normal. 

After preparation with sulfathalidine, vitamin k, 
and cther adjuncts necessary for large bowel sur- 
gery, operation was performed on 4/27/51. Under 
general anesthesia the abdomen was entered through 
a mid-right rectus muscle-splitting incision. A mass 
was noted at the tip of the cecum which was firm and 
scarred; the mass appeared to be 4 x 2 cm., and in- 
vaded the entire wall of the cecum. Several small 
soft nodes were noted in the mesentery. The colon 
was mobilized with ease, and because of the sim- 
ilarity to carcinoma a right hemicolectomy was de- 
cided upon. The terminal 8 inches of the ileum, 
all of the ascending and that portion of the trans- 
verse colon supplied by the superior middle colic 


artery was resected. Continuity was restored by a 


side-to-side anastomosis. During the procedure the 
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patient received 500 c.c. of whole blood, and she 
withstood the procedure well. Her post-operative 


The 


healed per trimum, and she was discharged from the 


course was smooth and uneventful. wound 
hosp:tal 5/7/51, on the tenth post-operative day. 
When last seen three months later she was non-symp- 


tomatic, and appeared to be in good health. 


PaTHOLOGY REPORT 

Specimen consisted of lower portion of ileum and 
portion of large bowel. The serosa of the cecum 
was thickened «aiid puckered from scarring. On 
opening the specimen an area of ulceration 14% cm. 
in diameter was noted. The ulcer extended down to 
the muscularis. The wall of the adjacent cecum 
The 
Several 
Mi- 


croscopically one noted an ulcer in the cecum extend- 


was thickened, forming a mass 4 x 2 x 3 cm. 
edges of the ulcer were thickened and rolled. 


lymph nodes were included in the mesentery. 


ing through the muscularis, the base of which was 
covered by an acute inflammatory exudate. Beneath 
and lateral to this ulcer there was an extensive gran- 
Many 


macrophages were present, the latter being filled with 


ulomatous inflammation. fibroblasts and 


cellular debris. Polymorphonuclear and lymphocytic 
cell were rare. A study of the tissue using polarized 
light (see Figure 1), revealed the presence of a num- 


i Bd 
—— 
. 





Fig. 1—High-powered magnification with the use of polarized 
light reveals the presence of a double refractile crystal. The 
crystal is possibly a tale crystal, but it is impossible to be 
absolutely certain of the nature of this crystal. 


ber of doubly refractile crystals, many of which were 
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in giant cells. The reaction seen was typical of that 
from a foreign body. 


SUMMARY AND CONCLUSIONS 


A case of benign solitary granulomatous ulceration 
of the cecum presumably due to reaction to talc is 
reported. A brief summary of the literature is pre- 


sented. 
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Report Successful Short-Term Treatment 
of Heart Condition. 

A two-week’s course of intensive penicillin ther- 
apy has proved successful in the treatment of sub- 
acute bacterial endocarditis, a subacute inflamma- 
tion of heart valves due to bacterial infection, it was 
reported by Drs. Morton Hamburger and Leon Stein, 
of the University of Cincinnati College of Medicine 
and the Cincinnati General Hospital, in June 7 
J.A.M.A. 

Former methods of penicillin therapy required 
from four to eight weeks to effect the same results, 
the eradication of the bacterial infection under the 
new procedure, intramuscular or intravenous injec- 
tions of 15 to 16 million units of penicillin are 
administered daily for a period of two weeks. 

Twelve patients, ranging in age from 13 to 57 
years and with considerable diversity of valvular 
Ten 
are still living after periods ranging from one and 
one-half to four and one-half years, giving a survival 
rate of 83.3 per cent. The two deaths which occurred 
in the group studied followed cessation of treat- 
ment, but autopsy showed that bacteriological cure 
had been effected in both patients, the doctors stated. 
Two of the 12 patients had relapses, but were suc- 


involvement, were so treated by the doctors. 


cessfully treated in a second two-week’s course. Of 
the 10 living patients, the doctors pointed out, only 
two are not leading essentially normal lives—one 
because of deterioration with 
paralysis on one side of the body, and the other 


because of cerebral and cardiac symptoms of ad- 


advanced cerebral 


vanced aortic stenosis. 

According to the doctors, there was no correlation 
between the duration of symptoms prior to treat- 
ment and the clinical or bacteriological recovery. 

“Though the relapse rate of 16.7 per cent is no 
lower than that achieved by longer dosage schedules, 
the practical and economic value of a two to six- 
week’s reduction in hospitalization is obvious,” the 
doctors stated. ‘Penicillin is now relatively in- 

The death rate of 16.7 per cent is per- 


haps lower than that usually reported. 


expensive. 


“Since our experience in these 12 cases is statis- 
tically too limited to permit our drawing conclusions 
as to the practicality of wide application of this 
method, our purpose in reporting these cases is to 
stimulate further investigation of shorter dosage 
schedules. 

“Tt is possible that the combination of penicillin 
with streptomycin, or with one of the newer anti- 
biotics, may still further reduce the relapse rate.” 
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PUBLIC HEALTH 


Mack I. SHANHOLTZ, M.D. 
State Health Commissioner of Virginia 


What Will Happen 
Virginia in 1952? 
With the critical season in poliomyelitis upon us, 


in Poliomyelitis in 


it is natural for practicing physicians, health au- 
thorities and parents to be anxious as to what the 
Virginia poliomyelitis experience will be this sum- 
mer. 

In the United States a total of 421 
reported for the week ended June 21, 1952. 


cases Was 
This 
represents an increase of 43% over the preceding 
week. More than half of this increase occurred in 
the States of Texas, California, Ohio, Iowa and 
New York. 


cases for the disease year is 1,780 as compared with 


The cumulative total of poliomyelitis 


1,190 for the corresponding period of last year. 

With Texas as a focus of high incidence, the 
146 cases of poliomyelitis reported in that State for 
the week ended June 21, 1952, is the largest num- 
ber of cases ever reported for a single week in Texas. 
Over 30% of the week’s total was centered in the 
Houston area, Harris County. 

In the following table are summarized the total 


was the same number of cases as was reported in 
the same period for the relatively light year of 1951. 
This year 18 cases had been reported through June 
30, 1952. 


MonTHLY Morsipiry REPORT OF THE BUREAU OF 
COMMUNICABLE DISEASE CONTROL 
June June Jan.-June Jan.-June 
1952 1951 1952 1951 
Brucellosis aa 4 13 33 
Diarrhea & Dysentery ~ 69 1111 1076 
Diphtheria oe ‘ 2 46 68 
Hepatitis 59 362 8 
Measles 14653 
Meningitis 
(Meningococcal) _ 118 
Poliomyelitis ___- 8 18 
Rabies in Animals __- 39 308 
Rocky Mt. Spotted Fever 13 21 
Scarlet Fever 64 516 
Tularemia a re 2 1 28 
Typhoid & Paratyphoid 11 4 32 
The course of poliomyelitis in years of high in- 
cidence in Virginia repeats a pattern of marked 


similarity. In these years the number of cases re- 


REPORTED CASES OF POLIO IN VIRGINIA JANUARY-JUNE 30, AND FOR CALENDAR YEAR 


June 30 
total 


Total for 
year 241 155 43 


number of reported cases of poliomyelitis in Vir- 
ginia in 1935, and yearly since 1940, and the num- 
her of cases reported for the period ending June 30, 
in each year. 

A review of this table indicates that the number 
of cases reported through the six months ending 
June 30 is of little help in forecasting the experi- 
ence for the entire year. This is sharply outlined by 
the figures for 1950, when, with the largest number of 
reported cases (1200) in the State’s history, only 


21 cases had been reported through June 30. This 


Year 1935 1940 1941 1942 1943 1944 1945 1946 1947 1948 1949 1950 1951 1952 


11 21 21 18 


567 337 1200 267 

ported by weeks begins to mount in early July, 
sometimes with explosive force as in the Wytheville 
outbreak of 1950. Weekly reporting achieves a high 
in the second or third week of August, takes a drop, 
then mounts again to a lesser peak in early Sep- 
tember, and then with an occasional flareup gradually 
declines to December. 

In years of high incidence this pattern repeats 
itself with such similarity as to imply significance, 
although the exact significance has so far eluded 
students of the disease. 
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MENTAL HEALTH 


JosepH E. Barrett, M.D. 
Commissioner, Department of Mental Hygiene and Hospitals 


Administrative Problems Peculiar to the 

Mental Hospital* 

Relatives and family physicians of patients in 
mental hospitals are often puzzled by the many dif- 
ferences in procedure in administration of the mental 
hospital from similar matters in the usual general 
hospital. These differences are brought about by a 
number of factors including the size, the type of staff 
organization, and the type of patient with consequent 
differences in treatment, the methods of admission 
and release, the method of financing, and the aver- 
age length of stay of patients. 

Size is not unique, but as a general thing mental 
hospitals are much larger and fewer than general hos- 
pitals. They are customarily built with numerous 
buildings, most of which are purely residential with 
diagnostic and treatment facilities concentrated in 
a few. A general hospital, though, is usually a one- 
building structure, with perhaps a few auxiliary 
buildings such as nurses’ homes, etc. The reasons 
for the different type of structure in the mental hos- 
pital will be apparent from the following: 

Customarily, a mental hospital has a closed staff 
of full-time resident doctors. Consultants, of course, 
_ are used but are on a fee or retainer basis paid by 
the hospital rather than by the patients or their 
families. The patients do not compensate the phy- 
sicians except in rather unusual situations where 
the family or the patient specifically requests con- 
sultation. The mental hospital policy is to welcome 
visits from the family physicians whose recommenda- 
tions are always gladly received and are followed if 
possible. 


The type of patient accounts for most of the broad 
Symptoms of mental illness are pre- 
ponderantly psychological in nature rather than 
Most patients are ambulatory, and since 
they are not in bed most of the time such problems 
We 


differences. 
somatic. 


as the care of personal clothing become large. 
not only have to store the patient’s private clothing, 
but it has to be laundered or cleaned; it has to be 
accounted for, and it has to be repaired and re- 
placed. There is also a great differencein the food 





*Article prepared by Granville L. Jones, M.D., super- 
intendent, Eastern State Hospital, Williamsburg, Virginia. 


- posed piping, 


service in a mental hospital from that seen in a gen 
eral hospital. In the general hospital most patients 
are fed by individual trays in bed and many have 
specialized diets. Most patients in the mental hos- 
pital are on a general diet and are served at a table 
or cafeteria counter in a large dining room. Of 
course, in the medical and surgical section of a men- 
tal hospital some patients have tray service and 
special diets, but they are only a small percentage 
of the total patient population. 

Other problems of custody arise. While the num- 
ber of patients who are destructive, suicidal, or 
dangerous are not a very large percent of the total 
number under care, the number is large enough 
that general provisions for such problems need to 
be made. Detention screens, an elaborate locking 
system, provision for surveillance, avoidance of ex- 
and other construction designs are 
used. The buildings are constructed for durability 
and low maintenance cost. 

Another administrative field in which the general 
hospital and the mental hospital differ is in the 
process of admission and release. In general hos- 
pitals the patients are, with rare exceptions, there 
voluntarily. The process of admission is quite 
simple. In the mental hospital most of the patients 
do not come voluntarily, and some type of admis- 
sion document is required of all of them. The 
majority of the patients are under legal restraint 
which implies a more elaborate and specific process 
of release as well. In a general hospital the pa- 
tient who is not satisfied with the treatment being 
received can ordinarily put on his clothes and walk 


out. Our patients cannot depart so informally. 


In the field of diagnosis and treatment our patients 
all require psychiatric attention, and most of them 
also need some type of physical care as well. How- 
ever, the treatment in the physical field is ordinarily 
quite seriously affected by the patient’s mental state. 
The patient is not always able to give a good history 
of his current complaint and is not always coopera- 
tive to examination and treatment. Sometimes psy- 
chiatric consideration actually contra-indicates cer- 
tain orthodox physical treatments. For example, 
in a patient who has been addicted to drugs, opiates 
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often not available for the control of pain, 
pasm, etc. In the field of psychiatry there are few 
Most treatments, 


ther psychological or physiological, require admin- 


specific remedies. psychiatric 
istration over a rather prolonged period of time. 
Psychiatric conditions are usually not self-limited 
and tend to become chronic unless effective treat- 
ment is carried out. Since there is much leisure time 
and the patients are mostly ambulatory, the use of 
occupation, recreation, and social activities is much 
more important in the mental hospital program than 
in the general hospital. These activities are, for 
the most part, individually prescribed and based 
on definite therapeutic theories and are not merely 
“time killing”’. 

In the past high emphasis was put on work in 
the mental hospital, and the maintenance and opera- 
tion of the hospital was carried out largely by pa- 
tient labor. Usually there was extensive farming 
operation, both because it made for low cost and 
because there was a surplus of able-bodied labor 
on the grounds. With modern treatment, which is 
much more effective, patients do not stay in the 
hospital nearly so long, and there are not nearly 
so many able-bodied chronic patients to do the work. 
Also, in recent years the percentage of patients in 
the old age group has increased tremendously, and 
obviously old people can do no great amount of work. 


AMA Fellowship Abolished. 


The AMA’s House of Delegates officially abol- 
ished fellowship in the Association at its June ses- 
sions in Chicago. Provision has been made for serv- 
ice, affiliate and honorary fellowships to be incor- 
All can- 


didates for membership in the Association will be 


porated in the membership classification. 


screened by the Judicial Council prior to acceptance. 
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This has resulted in the need for many more em- 
ployees in proportion to patients and also has brought 
about a change in the philosophy of patient labor. 
We cannot plan the operation of the hospital on 
the availability of a large amount of “free” labor. 
Together with this there is the recent change in 
policy on the part of the State which requires that 
patients who can pay should pay for their care. 
Obviously this has created some question on the 
part of patients and their families as to the ethics 
of requiring work for anything beside definite thera- 
peutic reasons. 

One other important difference between the state 
mental hospital on the one hand and the private 
mental hospital and the general hospital on the 


other, is the fact that in the state mental hospital 


the ability to pay does not enter into the treatment 
We do 


not assign patients to private rooms merely because 


or residential accommodations provided. 


they want them and can pay for them, but because 
they require seclusion or isolation for medical or 
psychiatric reasons. We do not provide special 
nurses on the basis of ability to pay; only if and when 
they are urgently required. It is hoped that private 
practitioners will bear this in mind and not send 
patients in expecting that they can obtain private 
or special accommodations by paying an increased 
fee. 


Question of Internship Up for Study. 

The whole status of medical internship—includ- 
ing supply and demand—is being re-studied by a 
special committee under the auspices of the AMA’s 
Council on Medical Education and Hospitals. Dr. 
Foundation 
for Medical Education and Research, is chairman of 


Victor Johnson, director of the Mayo 


the committee which is made up of outstanding 
leaders in the hospital field throughout the United 
States. 
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MISCELLANEOUS 


A Personal Tribute to Dr. Joseph T. Bux- 
ton, Founder of The Elizabeth Buxton 
Hospital 

Elbert Hubbard says that great men become great 
in spite of institutions. On Doctor Buxton’s plaque 
we read: “A great institution is but the lengthening 
shadow of a great man.” 

This institution is a combination of, or may I 
say the result of a combination of, faith, courage, 
ability and integrity of a man who inherited both 
gracious manners and a pleasing personality—his 
“Never Too Busy To Be Polite”. 

My friend was a ‘“Progressive’’, not from Wiscon- 


motto: 


sin but from the progressive state of North Carolina. 
He could prove or disprove a theory by careful analy- 
sis, he could say “‘No” and mean it, he could ask: 
““How do you know” and help you to the answer. In 
fact he dared to think for himself and then publish 
his thoughts. Frequently the first by whom the new 
was tried but never the last to lay the old aside. 

His selection of this beauty-spot for a hospital 
facing the rising sun in the East and looking out over 
the great expanse of water was in itself evidence of 
good sound business judgment and a keen apprecia- 
tion of the reflected beauties of ““Old-Mother-Nature” 

always at her best as the sun sinking in the west 
is shooting her golden rays heavenward. 

And now, coming down to earth, here I stand fac- 
ing you fellows. Yes I am looking into the faces 
of you gentlemen who ten, fifteen, twenty, twenty- 
five, even thirty years ago entered here either as 
residents or student interns. Your intense interest 
in your work and your loyalty to this institution 
was a fair measure of the man under whom you 
trained. 

As you developed into successful practitioners 
along the lines of your respective callings, the doctor 
was pleased with the “finished-product”, you were 
pleased with the hospital and we are all happy in 
our associations on the staff of one of the best hos- 
pitals in the country. 

And now to you, Sisters of Mercy, we’ve not 
“come to the parting of the ways”, we are here 
anxious to cooperate that together we may continue 
to carry on this noble work, hold high the ethical 
standards, maintain the religious atmosphere, and 


in fact preserve every quality of excellence practiced 
here by that great surgeon, scholar, teacher and 
physician, my old trusted friend—Doctor Joseph 
T. Buxton. 


Given by Dr. Joseph C. Cutler, Staff Member 
for thirty-five years, at the last Staff meeting as the 
Hospital was turned over to the Sister of Mercy. 


“Why the Private Practice of Medicine Fur- 
nishes This Country With the Finest Med- 
ical Care” 

* * * * 

We, the American people have a priceless heritage. 
This heritage stems from a tradition of freedom 
which antedates by centuries the establishment of this 
nation and the adoption of its written constitution. 
We believe in the inherent rights and the sanctity of 
the individual. 
serve the individual who authorizes and supports 
it. The resultant is our Freedom of Enterprise So- 
ciety which provides independent individual action 
for both the doctor and the patient. The private 
practitioner has initiative, courage, incentive, self 


To us government exists merely to 


respect, enthusiasm and industry. “It is only in an 
atmosphere of freedom that the lamp of science and 


learning can be kept alight. In all the history of 


the race, progress has never flowed in a subject 


people. It is only free men who dare to think, and 
it is only through free thought that the soul of a 
people can be kept alive.” Freedom of research and 
practice in the United States has brought the Amer- 
ican People to the world’s most advanced position 
in medical science. 

Under the private practice of medicine we have 
We can choose our own doctor, 
The Voluntary Way 


freedom of choice. 
hospital, and type of service. 
is the American Way. 

No matter how efficient scientific treatment may 
be, it may be rendered more effective by the proper 
patient-physician relationship, which allows the 
physician to make full use of his personality in ob- 
taining and maintaining the maximum confidence 
and comfort of his patient. “There comes a time 
in the life of all of us when the cold hard facts of 
science do not prevail. In the dark hours of sorrow 


and trouble, no amount of scientific service can take 
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the place of the intangible things, sympathy, cheer- 
fulness, confidence.” 


* * * * 


The family doctor stands out in the average com- 
munity. Our relations with him are characterized 
by a faith which we extend to no other person ex- 
cept our spiritual adviser. On the sickbed or the 
operating table, we cannot help feeling a dependence 
on his skill, his experience, and his devotion. He 
is definitely an indispensable part of what we know 
as our American way of life. 

Try to picture your family physician as a salaried 
government employee, and at once you perceive all 
that professional freedom and responsibility mean 
in the service that he renders. Could you be sure 
he would answer your call on a dark rainy December 
night? Could you call him at any time for advice? 
Would there be a friendly atmosphere between you 
and your government doctor ? 

Under the private practice of medicine we have 
prospered; this country has received the finest med- 
ical care in the world. In contrast we may look at 
another medical system, used in foreign countries. 
Let’s look at the system which is now threatening 
American Freedom as well as American medicine. 

Socialized medicine, first of all, destroys the in- 
dependence of medicine and the doctor-patient rela- 
tionship—everything that is good in the private prac- 
tice of medicine. Once medicine is delivered into 
the clutch of a socialistic federal bureaucracy, the 
Compulsion begins. 


book of freedom is closed. 


Scientific progress falters. Professional standards 
of quality become involved, rules and regulations 
set forth from Washington. Winston Churchill says: 
“We must beware of trying to build a society in 
which nobody counts for anything except a politician 
or an official, a society, where enterprise gains no 
reward and thrift no privileges.” 

Your medical records under the American system 
of medicine are the sole business of your doctor and 
yourself. With political medicine the characteristics 
and many of the most intimate and sacred personal 
problems of each and every patient would become 
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a public record. Would you wish your medical 
records placed in the hands of a “local committee” 
of your neighbors ? 

Political medicine is a waste of money. It calls 
for heavy taxes. The big worry in the American 
home today is not the medical bill but the tax bill. 
There is much red tape involved in a government 
health program. One man—a “czar,” a dictator— 
is at the head of the nation’s entire medical pro- 
gram. A patient is a number. Based on experience 
in other countries, it would take at least 300,000 
lay bureaucrats to administer the system. To get a 
doctor you might have to apply to a Bureau. Surely, 
American veterans realize the waste of time and ef- 
fort absorbed in governmental functions. Nothing 
can be done about the patient who chisels more 
than his share of service; nothing can be done about 
a doctor who shuns his share of the drudgery. To 
adopt political medicine would only increase the 


taxes of an already tax-burdened people. 
% * * * 


Let us profit from other nations’ mistakes. Eng- 


land, Germany, Russia and France all had the same 
results with a socialized health program. In these 
countries there has been a decline in the quality of 
medical care, increased taxation, invasion of the 
patient’s privacy, a reduction in medical education 
and research, a new hierarchy of government admin- 
istrators to run the program, and extension of con- 
If so- 
cialized medicine is not good for other countries, will 
it furnish our country the finest medical care? 
The supporters of political medicine should be 
reminded of Aesop’s famous fable of the dog and 
the bone. The dog crossing a bridge with a large 
bone in his mouth, looked down into the water and 
saw another dog with a bone. He very logically rea- 
soned that he might improve his position if he could 
possess the other bone. In his enthusiasm he dropped 
the bone he had. Let man beware, lest in his eager- 


trols over other professions and businesses. 


ness for something else he loses what he has. 
% coy * * 


BILL Carr, 
Gulfport, Miss. 
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J. M. Hutcheson, Richmond 
Simpson, Purcellville 
A. F. Robertson, Jr., Staunton 


. H. H. Trout, Roanoke 


. W. B. Martin, 


Norfolk 


. Roshier W. Miller, Richmond __ 
. J. M. Emmett, Clifton Forge 


. C. B. Bowyer, Stonega 
. H. B. Mulholland, Charlottesville 


. Julian L. Rawls, Norfolk____- 
. W. L. Powell, 


Roanoke * 


. Guy R. Fisher, Staunton 
. M. Pierce Rucker, Richmond 
. W. C. Caudill, Pearisburg 


. C. Lydon Harrell, 


Norfolk-_ i ‘ie 


. John T. T. Hundley, Lynchburg__-_- 


*Deceased. 
+Owing to influenza epidemic during World War I, the coun- 
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PROGRAM 
(PRELIMINARY) 


105TH MEETING 
THE MEDICAL SOCIETY OF VIRGINIA 


THE JEFFERSON HOTEL 


RICHMOND 


SEPTEMBER 28, 29, 30 AND OCTOBER 1, 1952 


Sunday, September 28 
3:00 P.M. 
Council 


7:00 P.M. 
Hcuse of Delegates—Dinner Meeting 


Monday Morning, September 29 
9:30 A.M. 


Section A—Auditorium ‘i 


Frank B. Stafford, M.D., Presiding 
SYMPOSIUM ON CHEST CONDITIONS 


9:30 A.M.—PaATHOLOGICAL PHYSIOLOGY OF 
CuHRonNic LunG DisEAseE—John L. Guerrant. 
M.D., Charlottesville 

Patients with chronic lung disease usually have 
emphysema, fibrosis, bronchial obstruction, or vas- 
cular disease. Symptoms are due to: Poor pulmonary 
ventilation with poor mixing of gases and increased 
resistance to flow of gases. Vertilation and per- 
fusion disassociation within the lung. Pcor diffusion 
through alveolar walls. Obstruction to flow of blood 
through branches of pulmonary artery. 


-45 A.M.—THE CLINICAL MANAGEMENT OF THF 
PuLMoNARY INVALID — William H. Barney, 
M.D., Lynchburg 

A brief discussion of the medical management of 
patients with advanced pulmonary disease in which 
there is decrease in the respiratory reserve, so that 
invalidism results. Diseases discussed include pul- 
monary emphysema, inoperable bronchiectasis, and 
chronic bronchitis. Discussion is in regard to man- 
agement in general, with particular re’erence to 
mechanical drainage and aerosol therapy. 


:(00 A.M.—THE VALUE OF ROUTINE SPUTUM 
TESTS IN THE AGED AS A WEAPON FOR THE 
ERADICATION OF PULMONARY TUBERCULOSIS— 
W. E. Roye, M.D. and Paxton T. Powers, M.D.., 


Richmond 
The last stronghold of tuberculosis will be ir the 


aged. The official agencies by changing their methods 
may accomplish a great deal, but this age group is 
not amenable to mass measures. The local medical 
doctor becomes the key figure, and the sputum test 


becomes his most obvious weapon. 


10:15 A.M. 
Recess to Visit Exhibits 


:45 A.M.—REMARKS ON THE TUBERCULIN TEST 


and BCG Vacctne—William R. Kay, M.D., 
Richmond : 

A brief discussion of the value of the tuberculin 
test as a very useful weapon in the epidemiology 
and control of tuberculosis and its particular value 
as a diagnostic aid in the patiert with an obscure ill- 
ness or a suspicious pulmonary lesion together with 


e 


a brief review of the method of tuberculin testing. 
Also, a brief review of the use of BCG vaccine and 
arguments favoring its use in selected groups in 
spite of the fact that the use 0° BCG vaccine does 
destroy the value of the tuberculin test to a very 


great extent in vaccinated individuals. 


11:00 A.M.—MANAGEMENT OF TUBERCULOSIS IN 


CHILDREN-—-Edwin L. Kendig, Jr., M.D., Rich- 
mond 

The pathogenesis of tuberculosis, the prognosis 
and diagnosis of tuberculous in‘ection in children 
are discussed. A brief resume of treatment is also 


outlined. 


:15 A.M.—RECENT TRENDS IN THE TREATMENT 


OF PULMONARY TUBERCULOSIS—Frank B. Staf- 
ford, M.D., Charles G. Pearson, M.D., and Lee 
B. Brown, M.D., Charlottesville 

During recent years therapy in pulmonary tuber- 
culosis has undergone rather drastic changes. Much 
has been added to increase the patient’s chances for 
recovery. The use of antibiotics, along with various 
surgical procedures have produced good immediate 
results in properly selected and carefully programmed 
cases. This paper deals with a review of these pro- 
cedures illustrated with cases and results obtained. 
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An attempt will be made to show the trend from 
some of the older forms of therapy and the rationale 
and value of the newer methods of treatment. 


:30 A.M.—PRESENT TRENDS IN PULMONARY 
SuRGERY—E. C. Drash, M.D., Charlottesville 

Suspected intrathoracic tumors can now in most 
cases be as safely explored as abdominal masses. 
Careful surgery, transfusions and expert anesthesia 
have made intrathoracic operations safe. Most 
marked changes have occurred in surgery of pul- 
monary tuberculosis. Resection of lung tissue has 
apparently superseded some of the older methods. 
Figures compare the results of inadequate prepara- 
tion with antibiotics and more recent cases which 
have had prolonged antibiotic therapy before and 
after operation. 


11:45 A.M.—DziscussIon PERIOD 


Section B—Flemish Room 


Walter P. Adams, M.D., Vice-President, Presiding 


9:30 A.M.—TREATMENT OF BurNs-—Charles H. 
Lupton, M.D., Norfolk 

Severe burns are surgical emergencies, and both 
the early local and early general treatments should 
be carried out promptly and simultaneously. Modi- 
fied M. C. V. Ointment with occlusive pressure 
dressings is the preferred early local treatment. Skin 
grafting should be performed early. High caloric, 
high protein diet and frequent blood transfusions 
are indicated. 


:55 A.M.—TREATMENT OF GROIN HERNIAS— 
Carrington Williams Jr., M.D., Richmond 

Present day concepts in treatment of groin hernias 
include early ambulation, use of non-absorbable su- 
tures, and the principle of the Cooper’s ligament re- 
pair for direct inguinal and femoral hernias. Modi- 
fications as applied to management of infants and 
children are stressed. 


10:15 A.M. 
Recess to Visit Exhibits 


9:45 A.M.—CERTAIN REPARATIVE SURGICAL PRO- 
CEDURES OF THE UPPER RESPIRATORY TRACT— 
G. S. Fitz-Hugh, M.D., F. D. Woodward, M.D., 
and C. N. Moon, Jr., M.D., Charlottesville 

Certain congenital and acquired conditions of the 
upper respiratory tract, necessitating surgical cor- 
rection, are considered. The cases presented are 
examples of anterior nasal, posterior choanal, pharyn- 
geal, and laryngeal obstruction of a structural na- 
ture rather than the commoner inflammatory and 
neoplastic diseases. (Lantern Slides) 


11:10 A.M.—TRANSORBITAL LOBOTOMY IN RE- 
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FRACTORY EMOTIONAL AND MENTAL DISORDER: 
—Edwin J. Palmer, M.D., Roanoke 

The paper is based on experiences gained in private 
practice wherein 50 transorbital lobotomies were 
performed on 47 cases with a 93.7% favorable out 
come. Results indicate that its expanded applicatio: 
would return many of the chronic psychiatric popu- 
lation to useful community lives. (Five case reports 
and eighteen slides) 
:35 A.M.—CHOLECYSTECTOMY AS EMPLOYEI 
FOR THE TREATMENT OF ACUTE AND CHRONK 
CHOLECYSTITIS AND CHOLELITHIASIS-—John D 
Adams, M.D., and J. P. Cary, M.D., Cliftor 
Forge 

The routine employment of cholecystectomy in 
patients suffering from acute and quiescent gall blad- 
der disease with particular emphasis upon the selec 
tion of treatment for patients in the acute stage. 


Monday Afternoon, September 29 
2:00 P.M. 


General Session—Auditorium 
MEDICAL THERAPEUSIS SYMPOSIUM 


Julian R. Beckwith, M. D., Clifton Forge, Moderator 


:00 P.M.—Contra INDICATIONS AND HAZARDS IN 
THE UsE oF CorTISONE AND ACTH—Kenneth 
Crispell, M.D., Charlottesville 


:15 P.M.—THE PRESENT STATUS OF THE TREAT- 
MENT OF ANEMIA—Byrd Leavell, M.D., Char- 
lottesville 


:30 P.M.—UsE or ANTICOAGULANTS IN CARDIO- 
VASCULAR DisEAsE—John McKee, M.D., Win- 
chester 


7:45 P.M.—ANTIBIOTIC SYNERGISM AND AN- 
TAGONISM IN THERAPY—Alto E. Feller, M.D., 
Charlottesville 


:00 P.M.—Druc THERAPY FOR HYPERTENSION 
—Herbert G. Langford, M.D., Richmond 
:15 P.M.—MANAGEMENT OF EMOTIONAL FACc- 


TORS IN DisEASE—A. D. Hart, M.D., Charlottes- 
ville 


SYMPOSIUM — WHAT IS THE MEDICAL 


PROFESSION DOING TO SOLVE THE SO- 
CIO-ECONOMIC PROBLEMS OF MEDI- 
CINE? 


3:35 P.M.—PrROTECTION AGAINST THE EXPENSES 
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OF UNEXPECTED HOSPITALIZATION AND MEDICAL 
CarE—John O. Boyd, Jr., M.D., Roanoke 

3:45 P.M.—PrROvVIDING AN ADEQUATE SUPPLY OF 
WELL-TRAINED PHysIcIans—John B. Truslow, 
M.D., Richmond 


3:55 P.M.—Doctor PLACEMENT IN VIRGINIA— 
Henry B. Mulholland, M.D., Charlottesville 


05 P.M.—THE PuHysIcIAN AS A CITIZEN— 
Wyndham B. Blanton, M.D., Richmond 

:15 P.M.—PROTECTION OF THE INTEREST OF THE 
PATIENT—(to be announced) 


Monday Evening, September 29 
8:30 P.M. 


Auditorium 

Call to Order—Kinloch Nelson, M.D., Chairman, 
Committee on Arrangements 

Invocation 

Announcements 

Awarding of Certificates to Members in “Fifty Year 
Club” 

Address by President—John T. T. Hundley, M.D., 
Lynchburg 


Memorial Hour—William R. Whitman, 
Chairman, Membership Committee 


M.D., 


Address--(To be announced) 


Tuesday Morning, September 30 
9:30 A.M. 


Section A—Auditorium 

Ira L. Hancock, M.D., Vice President, Presiding 
9:30 A.M.—AcuTE BarBITURATE POISONING— 
William H. Higgins, Jr., M.D., Richmond 

The increased use of barbiturates has been ac- 
companied by an alarming rise in poisoning due to 
this drug. The enhancement of the effect of barbi- 
turates by the concomitant use of alcohol through 
their synergistic action is stressed. The signs, symp- 
toms, and treatment of barbiturate intoxication are 
discussed and a case of severe barbiturate intoxi- 
cation complicated by alcoholism successfully treated 


is presented. 


:55 A.M.—Don’t Do Tuts ror AStHMA!—Os- 
car Swineford, Jr., M.D., Charlottesville 

The correct usage and common errors in the use 
of Epinephrine, Aminophyllin, Oxygen, ACTH and 
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Cortone, . Sedatives, Expectorants, Antibigtics, Anti- 
histamines, Elimination Diet, Information Obtained 
from Skin Tests, and Allergen Injections. 


10:20 A.M. 
Recess to Visit Exhibits 


Section B—Flemish Room 
Walter P. Adams, M.D., Vice-President, Presiding 


9:30 A.M.—DIvERTICULOsIs OF JEJUNUM—Harry 
J. Warthen, Jr., M.D., Richmond 


Diverticulosis of Jejunum, a frequently overlooked 
difficult to 
diagnose roentgenologically and often is unrecognized 
at operation unless this possibility is kept in mind 
and steps are taken to demonstrate the sacculations. 


cause of gastro-intestinal bleeding, is 


9:55 A.M.—ParRACENTESIS ABDOMINIS—Martin 
B. Hiden, M.D., Warrenton 
Attention is invited to the objections of tapping the 
through wall. The ad- 
vantages of tapping the abdomen in the female via 


abdomen the abdominal 


the vagina, cervix, and posterior wall of the uterus 
are described, 


10:20 A.M.—CaNncer DETECTION — George Zur 
Williams, M.D., Richmond 


General Session—Auditorium 


John T. T. Hundley, M.D., President, Presiding 


10:45 A.M.—RouNpDTABLE DiscussION OF NON- 


MALIGNANT DISEASES OF THE BOWEL— 


Members of Roundtable: 

Charles M. Caravati, M.D., Richmond, 

Chairman 

F. R. Whitehouse, M.D., Lynchburg 

Andrew D. Hart, M.D., Charlottesville 

Edward B. Mewborne, M.D., Newport News 

Carrington Williams, Sr., M.D., Richmond 

Hugh R. Butt, M.D., Rochester, Minn. 

Among the topics to be discussed are (1) Regional 

Ileitis, (2) Non-Tropical Sprue, (3) Spastic Colon, 
(+) Idiopathic Ulcerative Colitis, and (5) Diverti- 


culitis. 


:45 A.M.—CurRRENT CONCEPTS OF PANCREATITIS 
—Hugh R. Butt, M.D., (Guest), 
Minnesota 


Rochester, 
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Tuesday Afternoon, September 30 
2:00 P.M. 


Section A—Auditorium 


Mary Elizabeth Johnston, M.D., Vice-President, 
Presiding 

2:00 P.M.—INpIcaTions FOR HysTERECTOMY— 
Gordon Douglas, M.D., (Guest), New York, 
| me 


2:45 P.M.—ROUNDTABLE DISCUSSION OF 


OBSTETRICAL AND GYNECOLOGICAL 
PROBLEMS 
Members of Roundtable : 
Henry C. Spaulding, M.D., Richmond, 
Chairman 

Norman Thornton, M.D., Charlottesville 
John R. Kight, M.D., Norfolk 
Waverly Payne, M.D., Newport News 
Hudnall Ware, M.D., Richmond 
Andrew Groseclose, M.D., Roanoke 
Gordon Douglas, M.D., New York, N. Y. 

The Roundtable will include the following dis- 
cussions: (1) Modern obstetrical analgesia and 
anesthesia, (2) Recognition of pre-eclampsia and 
pre-hospital therapy of pre-eclampsia, (3) Modern 
hormonal therapy in functional uterine bleeding, (4) 
Postpartum hemorrhage, and (5) The immediate 
care of a premature infant. 


Section B—Flemish Room 


Ira L. Hancock, M.D., Vice-President, Presiding 


bo 


:00 P.M.—Syncore AssocIATED WITH HyPER- 
ACTIVITY OF THE CAROTID StNus—James B. 
Twyman, M.D., Charlottesville 

A classification of carotid syncope is given. Illus- 
trative cases with lantern slides are presented. 


2:25 P.M.—Muissep Dracnosis IN Coronary Ac- 
CIDENT—J. Edward Payne, M.D., Arlington 
Thirty-five per cent of all heart deaths are due to 
coronary accident. These deaths are increasing 
steadily despite improved treatment. Methods are 
suggested to decrease such deaths. 


:50 P.M.—THeE Curnicat Use or DIGITALIS 
PREPARATIONS IN THE MANAGEMENT OF CON- 
GESTIVE HEART FArLurE—Reno R. Porter, M.D., 
and R. P. Beckwith, M.D., Richmond 

This presentation deals with the place and use of 
digitalis in the management of congestive heart 
failure in the light of present concepts of patho- 
genesis. The various digitalis preparations will be 
discussed as to their special features and advantages. 
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3:15 P.M.—Hr1atus HeErNIA AS AN OBSCUR! 


Cause OF ANEMIA—R. Vincent Crowder, Jr. 
M.D., and George B. Craddock, M.D., Lynch 
burg 

Seven patients demonstrating the association o 
hiatus hernia and anemia are reported. The anemi 
is discussed in some detail and the etiology, pathology 
incidence, symptoms, diagnosis, complications, and 
treatment of hiatus hernia are briefly covered. 


3:40 P.M.—THE UsE oF REHABILITATION MED 


ICINE IN THE COMPLETE TREATMENT OF HE M- 
IPLEGICS—A. Ray Dawson, M.D., Richmond 

This paper is based on the experience gained in 
using Rehabilitation Medicine in the complete treat- 
ment of hemiplegics during the past four years at the 
McGuire Veterans Administration Hespital and the 
Medical College of Virginia. (Slides) 


4:00 P.M. 
House of Delegates—Flemish Room 
Tuesday Evening, September 30 


6:00 P.M.—Cocktail Party 
7:00 P.M.—Banquet 


Wednesday Morning, October 1 
9:15 A.M. 


Section A—Auditorium 


Walter P. Adams, M.D., Vice-President, Presiding 


9:15 A.M.—Frprocystic DISEASE OF THE PAN- 


CREAS—Helen Morton, M.D., Gordon R. Hen- 
nigar, M.D., and Lee E. Sutton, Jr., M.D., Rich- 
mond 

An evaluation of theories of causation and patho- 
genesis is preserted emphasizing the generalized 
distribution of the pathology as pointing to a com- 
mon pathogenic denominator. Characteristic histo- 
logic and radiol-gic appearances of chest organs (cor 
pulmonale) is described. Attempted morphologic 
correlation is made between cystic fibrosis found in 
adult pancreases at autopsy and childhood fibrocystic 
disease. 


745 A.M.—Some DraGNostic FEATURES OF CAR- 
CINOMA OF THE PANCREAS—James O. Burke, 
M.D., and Kemp Plummer, M.D., Richmond 

The diagnostic features observed to be of sig- 
nificance in carcinoma of the pancreas as gleaned 
from case records of patients dying of carcinoma of 
the pancreas are presented. The paper will be 
limited to the general feature of this disease, so that 
it should be of some interest to all practitioners. 
Lantern slides will be used to emphasize these sig- 
nificant diagnostic points. 
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10:10 A.M.—PancreaTitIs—]. Robert Massie, Jr., 


M.D., Richmond 

This is a discussion of all forms of pancreatitis, 
including acute hemorrhagic and necrotizing forms, 
chronic relapsing pancreatitis and the milder cases 
of this disease. No tumors are discussed. The eti- 
ology, pathology, diagnosis and treatment are taken 
up. Cases are presented representing each variety 
of pancreatitis. (Lantern Slides) 


10:35 A.M.—AsprrIn Potsontnc—Emily Gardner, 


M.D., Richmond 


Case report of 18 months old child with autopsy 
findings. Review of more recent literature as regards 
dosage of aspirin, toxic manifestations, forces causing 
sequence of events leading to toxic symptoms, methods 
of combating toxicity and the importance of caution 
in use of aspirin with infants and young children. 


Section B—Flemish Room 


Mary Elizabeth Johnston, M.D., Vice-President, 
Presiding 


9:30 A.M.—CoNnGENITAL MuscuLar TorRTICOLLIS 


—Milton Josiah Hoover, Jr., M.D., Richmond 

This paper compares the methods of treatment of 
congenital Whether an early 
operative procedure or daily muscle stretching and 


muscular _torticollis. 


other conservative measures is the better method of 
handling the affected patient is the basic problem 
presented. 


755 A.M.—PRELIMINARY REPORT ON RESECTION 
RECONSTRUCTION OF THE FEMORAL HEAD—E. 
D. Vere Nicoll, M.R.C.S., Charlottesville 

The Judel type of operation has been used for the 
treatment of osteoarthritis of the hip, acute fracture 
of the femcral neck and old 
the femoral neck with absorption of the neck. 


ununited fracture of 
:20 A.M.—MeEpvuLiary Nattinc—Its ApPLica- 
TION TO FRACTURES AND ORTHOPAEDIC SURGERY 
—William M. Deyerle, M.D., Richmond 


Reporting forty-seven medullary nails used over 
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the past five years. The technique is illustrated as 
well as the pitfalls and complications encountered 
with the use of this method. Lantern slides show 
comparative end results and various points in the 
techniques. 
humerus, clavicle, forearm and old non-union cases. 


Cases include fractures of the femur, 


11:00 A.M. 


General Session—Auditorium 


CLINICOPATHOLOGICAL CONFERENCE 


Kinloch Nelson, M.D., Moderator 


Installation of James L, Hamner, M.D., as President 


Announcements and Adjournment 


Wednesday Afternoon, October 1 
2:00 P.M. 


MEDICOLEGAL SEMINAR—Auditorium 


bo 


os) 


ww 


Under the auspices of the State Department of 
Health, The Chief Medical Examiner’s Office, De- 
Medicine, Medical College of 
Virginia and the Virginia Society of Pathologists of 


partment of Legal 


Legal Medicine. 


Wyndham B. Blanton, M.D., Moderator 


:00 P.M.—TuHE HuMAN SKELETON IN LEGAL 


MEDICINE 


:30 P.M.—THE PROBLEM OF MALPRACTICE 
:00 P.M.—Everypbay TOXICOLOGY 
:30 P.M.—SvuppEN DEATH 


:00 P.M.—REcCENT ADVANCES IN LEGAL MEDI- 


CINE 


:30 P.M.—RouNDTABLE DIscussION 


(The names of the outstanding national medicolegal 
authorities to discuss these subjects will be announced 


later.) 
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SCIENTIFIC EXHIBITS 


Care of Syphilitic Patients at Central State Hospital. 
M. S. Brent, M.D., Superintendent, Central State Hos- 
pital, Petersburg. 


History of Old Medicine. Old Drug Jars, W. R. Bond, 
M.D., Richmond. 


Sarcoidosis of the Lungs and Mediastinum. Samuel 
Richman, M.D., X-Ray Department, McGuire VA Hos- 
pital, Richmond. 


Timing of Premedication, Harold F. Chase, M.D., and 
Patricia Andrews, M.D., University of Virginia, Char- 


lottesville. 


Congenital Heart Disease. Carolyn M. McCue, M.D., 
Reno R. Porter, M.D., and Lewis H. Bosher, Jr., M.D., 
Medical College of Virginia, Richmond. 


The Surgery of Mitral Stenosis. Lewis H. Bosher, Jr., 
M.I)., Medical College of Virginia, Richmond. 


Cross Section, Woodrow Wilson Rehabilitation Center. 
Herbert W. Park, M.D., Woodrow Wilson Rehabilitation 
Center, Fishersville. 

Technique of Duodenal Intubation Using a Magnet. 
John W. Devine, M.D., and John W. Devine, Jr., M.D., 
Lynchburg. 

Cystic Fibrosis of the Pancreas, Helen Morton, M.D., 


Gordon R. Hennigar, M.D., and Lee E. Sutton, Jr., M.D., 
Medical College of Virginia Hospitals, Richmond. 


Practicing Physician and Tuberculosis Control. Nancy 
E. Lutz, Virginia Tuberculosis Association, Richmond. 


Blue Shield Plan. Virginia Medical Service Association, 
Richmond. 


of Health, Offce of Chief Med‘cal Exam- 
M.D., Chief Medical 


Departme t 


iner, G. T. Mann, Examiner, 


Richmond. 


Psychiatric Symptoms—Organic Neurological Disease. 
Benedict Nagler, M.D., James B. Funkhouser, M.D., E. 
T. Terrell, Jr.. M.D., Jack L. Ulmer, M.D., Simon Russi, 
M.D., and Samuel Richman, M.D., McGuire VA Hos- 
pital, Richmond. 


Interpretation of the Serologic Tests for Syphilis. Harry 
Pariser, M.D., James W. Love, M.D., W. Ross South- 
ward, Jr., M.D., Allen Pepple, M.D., and William H. 
Kauffman, M.D., Norfolk. 


Amblyopia Exanguinata. William F. Hatcher, M.D., 


Roanoke. 


Mechanical Quackery. Public Relations Committee, The 
Medical Society of Virginia, Richmond. 


You Can Reduce. Public Relations Committee, The 
Medical Society of Virginia, Richmond. 


Medullary Fixation of Bones. William Minor Deyerle, 
M.D., and Virgil R. May, Jr., M.D., Medical College of 
Virginia Hospitals, Richmond. 


Routine Tuberculin Test in Young Children. Edwin 
L. Kendig, M.D., Medical College of Virginia, Richmond. 


Mental Hygiene Educational Exhibit. The Mental 


Hygiene Society of Virginia, Richmond. 


Experimental Renal and Pulmenary Lesions Produced 
by Brain Stimulation, Ebbe Curtis Hoff, Ph.D., M.D., 
Medical College of Virginia, Richmond. 


Trilene Analgesia in Obstetrics. H. Hudnall Ware, 
M.D., Williams E. Pembleton, M.D., Thomas Walker, 
M.D., Medical College of Virginia, Richmond. 


Toxicological Studies on Alcohol. H. B. Haag, M.D., 
Sidney Kaye, M.S., Jo Lo Ferguson, and Jack S. Garri- 
son, M.S., Departments of Pharmacology and Legal 
Medicine, Medical College of Virginia, Richmond. 


Clinical Electroencephalography in the General Prac- 
tice of Medicine, 1. 8. Z as*, M.D., Richmond. 


The Reproduction of Heart Sounds for Teaching Pur- 
poses. Reno R. Porter, M.D., Howard McCue, M.D., and 
Armistead D. Williams, M.D., Medical College of Vir- 
ginia, Richmond. 


Technique of Fenestration Surgery, Rhinoplasty Surgery 
and Surgical Correction of Crossed-Eyes. E. G. Gill, 
M.D., H. L. Bell, M.D., F. D. White, M.D., Gill Memorial 
Eye, Ear and Throat Hospital, Roanoke. 


Plastic Surgery. Leroy Smith, M.D., Richmond. 
Dicbetes. Thomas S. Edwards, M.D., Virginia Diabetes 
Association, Charlottesville. 


Surgical Lesions of the Ureter. William J. Frohbose, 
M.D., and Austin I, Dods:n, M.D, R'chrond. 


Color Photographs of Eye Lesions, Internal and Ex- 
ternal. Charles A. Young, Sr., M.D., Charles A. Young, 
Jr., M.D., and Newland W. Fountain, M.D., Roanoke. 


Cancer Detection. Virginia Academy of General 
Practice—Broaddus Gravatt, M.D., Kilmarnock, W. R. 


Morton, M.D., and George Z. Williams, M.D., Richmond. 
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TECHNICAL EXHIBITS 


Technical Exhibits will be set up in the Jefferson 
Court of the Jefferson Hotel. The following is a list of 
exhibitors with a brief description of each exhibit: 


Booth No. 1 
C. B. Fleet Company, Incorporated 
Lynchburg, Virginia 

C. B. Fleet Company, Inc., cordially invites you to 
stop at Booth 1 to see the exhibit of Phospho-Soda (Fleet). 
Phospho-Soda (Fleet) is a solution containing in each 
100 cc. sodium biphosphate 48 gm. and sodium phosphate 
18 gm. 

Phospho-Soda (Fleet) over the years, has won dis- 
criminating preference of physicians—because of its con- 
trolled action—its freedom from undesirable side effect 
—and its ease of administration. 

There is only ONE Phospho-Soda (Fleet). 


Booth No. 2 
Picker X-Ray Corporation 
White Plains, New York 
The Picker X-Ray Corporation invites you to visit our 
exhibit where the latest accessories and equipment avail- 
A staff of technical 
specialists will be pleased to assist you with any x-ray 


able for x-ray work are on display. 


planning or technical problem. 


Booth No. 3 
The Stuart Company 
Chicago, Illinois 

All members of the Society are cordially invited to 
stop by the Stuart display and see an outstanding new 
product—Stuart Lipotaine—a new lipotropic approach. 

Lipotaine uses the new material Betaine, which per- 
mits larger doses of active lipotropes, yet is naturally 
pleasant tasting and completely non-toxic even in large 
doses, 

Your local Stuart salesman will be on hand to discuss 
this interesting new product as well as all other Stuart 
specialties, 


Booth No. 4 
The Dominion Laboratories 

Richmond, Virginia 
The physicians attending the meeting are invited to 
visit our exhibit where a representative will display 
some of our specialties: Barbamin, Colbesal, and Ophthal- 
mic Polyvitamin. He will gladly answer your questions 

and arrange to supply your requests. 


Booth No. 5 
Zimmer Manufacturing Company 
Warsaw, Indiana 
Zimmer Manufacturing Company, with its distributors 
George W. Baxter and Harley Baxter, welcome the 
physicians and surgeons of Virginia to their booth during 
the coming annual meeting. A complete line of fracture 


equipment including the new Eicher Prostheses and all 
other type Hip Prostheses will be shown. We will also 
have for demonstration the New Brown Electro Derma- 
tome, the most revolutionary surgical device for skin 
grafting now available for immediate delivery. 


Booth No. 6 
The Coca-Cola Company 
Atlanta, Georgia 
Ice-cold Coca-Cola served through the courtesy and 
cooperation of the Richmond Coca-Cola Bottling Works, 
Incorporated, and The Coca-Cola Company. 


Booth No. 7 
Pet Milk Company 
St. Louis, Missouri 

Specially trained representatives will be in attendance 
to discuss the use of Pet Milk in infant feeding, and to 
present many services that are time-savers for busy 
physicians. Miniature Pet Milk cans will be given to 
visitors at the exhibit. 


Booth No. 8 
The National Drug Company 
Philadelphia, Pennsylvania 

The National Drug Company, pioneer in the clinical 
application of resin therapy, will feature RESION, an 
intestinal absorbent; RESINAT, a polyamine exchange 
resin for the treatment of peptic ulcer; and NATRINAL, 
a cation exchange resin for the control of edema. Trained 
representatives will be in attendance to discuss our resin 
preparations and other specialties: ACTH, Amniven, AVC 
Improved, Benat, DTP Vaccine, Natolone, as well as 
any of the National’s vast array of pharmaceutical and 
biological products. 


Booth’ No. 9 
Lederle Laboratories Division 
AMERICAN CYANAMID COMPANY 
New York, New York 

You are cordially invited to visit our exhibit in space 
No. 9 where you will find representatives who are 
prepared to give you the latest information on LEDERLE 
products, 


Booth No. 10 
Richmond Surgical Supply Company 
Richmond, Virginia 
Richmond Surgical Supply Company cordially invites 
you to visit our booths—numbers 10. and 41—where the 
most recent developments in Surgical Equipment and Sup- 
plies will, be displayed. 


Booth No. 11 
Abbott Laboratories 
Baltimore, Maryland 
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Booth No. 12 
G. W. Carnrick Company 
Newark, New Jersey 

Featured at the GWC technical exhibit will be 
ANDRODIOL (Methylandro-stenediol) the new tissue- 
building steroid providing the protein-anabolic action of 
androgens with minimal virilization, It provides a new 
approach to the problem of tissue building ia nutritional 
abnormalities in all patients . . . men, women, children. 
For the debilitated, weight-deficient patient whose diet is 
balanced and of adequate caloric and vitamin value. 


Booth No. 13 
Beech-Nut Packing Company 
Canajoharie, New York 


Booth No. 14 
Wm. P. Poythress & Company, Incorporated 
Richmond, Virginia 

Physicians attending the 1952 annual meeting of the 
Medical Society of Virginia are cordially invited to visit 
the Poythress exhibit. It will feature the well established 
specialty preparations, SOLFOTON, TROCINATE, and 
PANALGESIC. Information, literature and professional 
samples on all Poythress products will be made available 
by Mr. A. Carter Jones. Your interest will be appreciated. 


Booth No. 15 
Holland-Rantos Company, Incorporated 
New York, New York 

JELLY WITH DIAPHRAGM—or jelly-alone?—is a 
timely question which physicians interested in Medical 
Contraception are invited to talk over with Holland- 
Rantos representatives at the convention. 

KOROMEX Diaphragms, Jelly and Cream—separately 
and in sets—will be displayed for your inspection. For 
patients’ safety and confidence, the Koromex Diaphragm 
and Koromex Jelly or Cream means consistently effective 
protection. 

Ask for latest clinical data on NYLMERATE Jelly 
and Solution—trichomonicidal, fungicidal and_ bacteri- 
cidal. 


Booth No. 16 
Mead Johnson & Company 
Evansville, Indiana 
Mead Johnson & Company will feature Lactum and 
Dalactum, convenient formulas of evaporated milk con- 
taining Dextri-Maltose; three water-soluble vitamin 
preparations, Poly-Vi-Sol, Tri-Vi-Sol and Ce-Vi-Sol; 
Fer-In-Sol, a palatable, highly concentrated solution of 
ferrous sulfate. Also Mulcin, a pleasingly flavored vita- 
min emulsion, for teaspoonful dosage, as well as four 
Pablum cereals, including Barley and Rice. 
Representatives in attendance will be glad to furnish 
information regarding the above products. 
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Booth No. 17 
Philip Morris & Company 
New York, New York 

Philip Morris and Company will show the results of 
research on the irritant effects of cigarette smoke. These 
results show conclusively that Philip Morris are less 
irritating than other cigarettes. An interesting demonstra- 
tion will be made on smokers at the exhibit which will 
show the difference in cigarettes. 


Booth No. 18 
M & R Laboratories 
Columbus, Ohio 
Representatives for SIMILAC and CEREVIM will be 
most happy to discuss with members of the Society the 
merits and use of our products in the field of infant and 
child nutrition. 


Booth No. 19 
Doho Chemical Corporation 
New York, New York 

Doho Chemical Corporation is pleased to exhibit 
AURALGAN, the ear medication for the relief of pain 
in Otitis Media and removal of Cerumen; RHINALGAN, 
the nasal decongestant which is free from systemic or 
circulatory effect and equally safe to use on infants as 
well as the aged; and the NEW OTOSMOSAN, the 
effective, non-toxic ear medication which is Fungicidal 
and Bactericidal (gram negative-gram positive) in the 
suppurative and aural dermatomycotic Mallon 
Chemical Corporation, subsidiary of the Doho Chemical 
Corporation, is also featuring RECTALGAN, the liquid 
topical anesthesia for relief of pain and discomforture 
in hemorrhoids, pruritus and perineal suturing. 


ears. 


Booth No. 20 
A. H. Robins Company, Incorporated 
Richmond, Virginia s 
The A, H. Robins Company is featuring PHENAPHEN 
and PHENAPHEN WITH CODEINE, “the complete 
analgesics’; and ROBITUSSIN, antitussive-expectorant 
for rational cough therapy. Robins’ Medical Service 
Representatives welcome the privilege of discussing with 
physicians attending the Assembly these and other 
products in the company’s line of prescription specialties. 


Booth No. 21 
Powers & Anderson, Incorporated 
Richmond, Virginia 

The management of Powers and Anderson will exhibit 
the latest in technical equipment and supplies at the annual 
meeting of The Medical Society of Virginia. Many new 
and interesting items have been introduced in our field 
during the past year and will be seen at our booth during 
the exhibit hours. 
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Booth No. 22 
Eli Lilly and Company 
Indianapolis, Indiana 
Your Lilly medical 
invites you to visit the Lilly exhibit located in space 22. 
Featured will be a demonstration of functional packaging 
Modern manufacturing 


service representative cordially 


4s an aid to medical practice. 
departments will be illustrated. Literature on new thera- 
peutic developments will be available. 


Booth No. 23 
U. S. Vitamin Corporation 
New York, New York 

See the “oil-in-water” demonstration of liposoluble 
vitamins A and D made completely water soluble—a 
vitamin technical achievement originated and developed 

by the U. S. Vitamin Research Laboratories. 
Three pharmaceutical firsts . 
Drops—multivitamins in drops solution; Vi-Syneral In- 


jectable—multivitamin parenteral solution and now Vi- 


. Vi-Syneral Vitamin 


Aqua Syrup—aqueous multivitamins in candy-like syrup 


nc for more rapid absorption, greater therapeutic 
activity, shorter treatment time. 
We cordially invite you to our booth for detailed 


literature and professional samples. 


Booth No. 24 
A. S. Aloe Company 
Washington, D. C. 
The A. S. Aloe Company 
Steeline Treatment Furniture which has every modern 
Many of its important features are 


will feature their new 
feature ever made. 
exclusive and are not to be found in other makes. No 


comparable equipment can match its superb operating ad- 


vantages, style, and ultimate economy. Also featured will 
be the latest and most up-to-date x-ray and physical 


therapy equipment as well as new items of interest to 
every surgeon and physician attending the meeting. 


Booth No. 25 

The Borden Company 

New York, New York 
Spend a few pleasant minutes with Borden’s at Booth 
No. 25 and refresh your memory on our Prescription 
Products. Meet BREMIL, conforming to the pattern of 
human milk; MULL-SOY, a liquid hypoallergenic soy 
food for your milk-allergic patients; DRYCO, with its 
high-protein, low-fat content for formula flexibility; 
BIOLAC, a liquid modified milk for infant feeding; 
BETA LACTOSE, for carbohydrate supplementation; 
KLIM powdered whole milk; and the powdered Protein 
and Lactic Acid Milks for special infant feeding cases. 


Booth No. 26 
VanPelt & Brown, Incorporated 
Richmond, Virginia 
Physicians are invited to view a display of VanPelt 
Featured are: Pyraldine—an 
containing dihydro- 


specialties. 
cough 


& Brown 


antihistaminic expectorant 
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with 
added antihistaminic and natural belladonna alkaloids; 


codeinone; Pyr-Aspro—an analgesic combination 
Vifo-Iron—a hematinic tablet containing atoxic, efficiently 
absorbed ferrous gluconate and B-complex vitamins in- 
cluding folic and crystalline vitamin Bw; and Barbidonna 
—a sedative and antispasmodic combination containing 
phenobarbital and natural belladonna alkaloids in bal- 
anced proportions, available in tablet and elixir forms. 
Representatives will gladly answer all 
garding these and other VB products and will fill requests 
for samples and literature. 


questions re- 


Booth No. 27 
Ciba Pharmaceutical Products, Incorporated 
Summit, New Jersey 

The Ciba exhibit will feature APRESOLINE, a phthal- 
azine derivative which is an orally effective and rela- 
tively safe therapy in hypertension of diverse etiology. 

Representatives in attendance will be very glad to dis- 
cuss and to provide literature on this and other Ciba 


products. 


Booth No. 28 
Ayerst, McKenna & Harrison 
New York, New York 
Your Ayerst medical representative cordially invites 
you to visit booth number 28 where “Premarin” and 
“Mediatric”’ 


available, and representatives will be pleased to discuss 


will be featured. Descriptive literature is 
specific application of these and other products in our 
line of prescription specialties. Descriptive literature, 


reprints and samples may be had at the booth. 


Booth No. 29 
The Upjohn Company 
Philadelphia, Pennsylvania 


Booth No. 30 
Physicians Products Company, Incorporated 
Petersburg, Virginia 

The Physicians Products Company’s exhibit will feature 
a display of their professional preparations which will be 
promoted during the winter season. Several of the Com- 
pany’s representatives will be on hand to greet the phy- 
sicians in attendance and all members of The Medical 
Society of Virginia, their wives, and guests are cordially 
invited to stop by the display and visit with the repre- 
sentatives in attendance. 


Booth No. 31 
Peoples Drug Stores, Incorporated 
Washington, D. C. 

Members of The Medical Society of Virginia and 
others in attendance are cordially invited to visit our 
booth number 31. 

Representatives of the company will be on hand to 
make you welcome. 
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Booth No. 32 
Sharp & Dohme 
Philadelphia, Pennsylvania 

Research data relative to the potentiating effect of the 
anti-biotics, bacitracin and tyrothricin, are featured in 
the Sharp & Dohme booth. The synergistic effect of 
penicillin in conjunction with the sulfonamides and clin- 
ical data on the use of vitamin Bi are also of major 
interest. Our representatives will welcome your visit. 


Booth No. 33 
Parke, Davis & Company 
Detroit, Michigan 

Medical Service Members of our Staff will be in at- 
tendance at our exhibit for consultation and discussion 
of various products of particular interest to members of 
the Society. Important specialties, such as Chloromycetin, 
Penicillin S-R, Benadryl, Vitamins, Oxycel, Thrombin 
Topical, etc., will be featured. You are cordially invited 
to visit our exhibit. 


Booth No. 34 
Ortho Pharmaceutical Corporation 
Raritan, New Jersey 

ORTHO cordially invites you to visit their exhibit at 
Booth 34. The Ortho display will feature PRECEPTIN® 
vaginal gel, their new product for conception control de- 
signed for use without a vaginal diaphragm. Preceptin 
vaginal gel has achieved an outstanding record of clinical 
effectiveness and has been widely acclaimed by the med- 
ical profession. Your inquiries on Preceptin vaginal gel 
are invited, 


Booth No. 35 
Valentine Company, Incorporated 
Richmond, Virginia 


Booth No. 36 
Sandoz Pharmaceuticals 
New York, New York 

Physicians attending The Medical Society of Virginia 
convention are cordially invited to visit the Sandoz 
Pharmaceuticals display which will feature the following: 

CAFERGOT—the first effective oral preparation for 
the treatment of migraine and related headaches. 

BELLERGAL—a time tested preparation for use in 
functional disorders. 

HYDERGINE—a new approach and new product for 
hypertension and peripheral vascular diseases. 

A new handbook listing our products will be available 
and representatives in attendance will gladly answer 
any question about these and other Sandoz products. 


Booth No. 37 
G. D. Searle & Company 
Chicago, Illinois 
You are cordially invited to visit the Searle booth 
where our representatives will be happy to answer any 
questions regarding Searle Products of Research. 
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Featured will be Banthine, the true anticholinergic 
drug for the treatment of peptic ulcers; Dramamine, for 
the prevention and active treatment of motion sickness; 
and Alidase, Searle brand of hyaluronidate which per- 
mits subcutaneous feedings at intravenous speed. 

Other time proven products of Searle Research on 
which information may be obtained are Searle Amino- 
phyllin in all dosage forms, Metamucil, Ketochol, Flora- 
quin, Kiophyllin, Diodoquin, Pavatrine, and Pavatrine 
with Phenobarbital. 


Booth No. 38 
Schering Corporation 
Bloomfield, New Jersey 


Booth No. 39 
Burroughs Wellcome & Co. (U.S.A.) Inc. 
Tuckahoe, New York 


‘“AEROSPORIN’ ® Sutrare 
POLYMYXIN B SULFATE 
A New Antibiotic 
Effective against Pseudomonas aeruginosa 
Destroys most other gram-negative bacilli 


*‘POLYSPORIN’ ® 
POLYMYXIN B - BACITRACIN 
‘B. W. & CO.’ OINTMENT 
© Broad Spectrum for all pyogenic infections 
including external ear infections, styes, acne, 
furuncles, 





® Rarely Sensitizes-Resistance Rarely Develops 


Booth No. 40 
Algro Corporation 
Richmond, Virginia 


Booth No. 41 
Richmond Surgical Supply Company 
Richmond, Virginia 
See Booth No. 10. 


Booth No. 42 
W. B. Saunders Company 
Philadelphia, Pennsylvania 
Shaffer & Chapman’s Correlative Cardiology, Beck- 
man’s Pharmacology in Clinical Practice, and Lewis's 
Practical Dermatology are three of the new books avail- 
able for your inspection at the Saunders Booth. Other 
recent publications that you will be interested in seeing: 
Bland’s Clinical Use of Fluid and Electrolyte; Advances 
in Medicine and Surgery from the University of Pennsyl- 
vania; Alvarez on the Neuroses; Lahey Clinic Surgical 
Practice; Cecil’s Specialties in General Practice; and 
many others. 
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Booth No. 43 
Winthrop-Stearns Incorporated 
New York, New York 

Winthrop-Stearns invite you to visit booth number 43, 
where representatives will be on hand to discuss the 
latest pharmaceutical preparations made by this firm. 
Featured will be TELAPAQUE, the new, highly effective 
and well tolerated oral cholecystopaque medium. Gives 
denser, clear cut pictures of the gallbladder and, in a 
substantial number of cases, also permits visualization of 
MILIBIS SUPPOSITORIES, 
highly effective specific against trichomonal, monilial, 
NEO- 
potent 


the biliary ducts; new, 


bacterial (nongonococcal) and mixed vaginitis; 
SYNEPHRINE THENFADIL, 


with antihistaminic, 


nasal _ solution, 


vasoconstrictor for common cold, 


allergic rhinitis, acute and chronic sinusitis. 


Booth No. 44 
Kloman Instrument Company 
Alexandria, Virginia 


Booth Na. 45 
Vaisey-Bristol Shoe Company, Incorporated 
Rochester, N. Y. 
Representatives will explain the diagnostic value of 
Jumping Jack shoes and the criteria for determining 
whether the early walking child is strengthening his foot 


by proper foot function or is possibly damaging it by 


walking poorly. 

Jumping Jack shoes are not “corrective” shoes but 
representatives are equipped to discuss corrective wedging 
which may be installed in the shoes by prescription. Of 
especial interest is the Sincock system of determining 
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the precise amount of correction needed to rectify a faulty 
gait. Many doctors have lauded Dr. Sincock’s empirical 
method as “genius”. 


Booth No. 46 
E. R. Squibb & Sons 
New York, New York 


Booth No. 47 
Tablerock Laboratories, Incorporated 
Greenville, South Carolina 


Booth No. 49 
Abbitt Pharmaco Incorporated 
Newport News, Virginia 

We are looking forward to the privilege of exhibiting 
our ethical specialties at the 1952 convention. 

Our representatives will welcome the opportunity to 
acquaint you with Lactol, our new and original acid 
douche; ABBORATE, our oxidizing douche powder, 
and our VITAMIN-MINERAL tabs for prenatal and 


multi-purpose use. 


Booth No. 51 

Camel Cigarettes 

New York, New York 
CAMEL cigarettes will mark your initials on an at- 
tractive plastic cigarette case filled with a package of 
those mild, flavorful CAMELS. This exhibit features a 
display of some of the tobaccos used in blending this 
famous cigarette which leads all other brands by many 

billions. 
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EDITORIAL 


The Story of a Successful Drug—Then and Now 


AN is constantly looking for “cures”. Through the ages he has found great 

numbers of them that have satisfied for a time but they have not lasted. Some 
cures consist of mystic rites, pilgrimages, etc. Not infrequently such “rites” are com- 
bined with or augmented by drugs and internal remedies, and then it is difficult to 
evaluate one or the other. Those used in ancient Persia, Egypt, or Greece have dis- 
appeared so completely that we do not even know the names of the drugs. Dioscorides, 
who in Nero’s time compiled the first materia medica, listed 600 remedies, the com- 
position of many of which is unknown today. 

The same vagueness pertains to drugs used in the Middle Ages. They were pre- 
pared from animal or vegetable matter and much emphasis was placed on the asso- 
ciation of unsavoriness, and disagreeableness of origin and preparation. When gathered 
in a graveyard, the material had great value. In some cases it was necessary to do 
the “field work” on the dark of the moon in order to get the full efficiency of the 
drug. The mandragora owed its popularity to the fact that its root was forked and 
therefore resembled a man. To pull up a mandrake was thought to be fatal and Shakes- 
peare has a line (Romeo and Juliet, iv, 3) “Shrieks like mandrakes, torn out of the 
earth.” Because a lion is strong his glands were preferred to those of a sheep. To 
what the long popularity of the mythical unicorn was due and where the pharmacist 
obtained the substance is not clear. 

Whether the medicine were vegetable or mineral was a matter of prime importance 
over a long period of years. Those who believed in herbs would have nothing to do 
with mineral medicine and vice versa. The herb doctors cured syphilis with guaiac, 
the others with mercury; and so it was with the other diseases. To bleed or not to 
bleed was a question of belief rather than knowledge. Poor diagnosis as well as the 
presence of self limited diseases added to the confusion. It was not until the time of 
Louis (1787-1822) that there was any serious attempt to evaluate the results of treat- 
ment. 

What a change the twentieth century has brought. At the turn of the century we 
had only two or three specific remedies: quinine for malaria, mercury and iodide for 
syphilis, ergot for uterine contraction, and digitalis for edema. These we inherited 
from “folk medicine” and all our pharmacologists had to do was to devise methods 
of standardization and purification. As a matter of fact, they purified all the use- 
fulness out of ergot. In the past forty years we have scrapped our therapeutic ar- 
mamentarium of Arabian polypharmacy and we have in its place potent hormones, 
antibiotics, and the products of chemotherapy. 

Paul Ehrlich (1845-1915) was the pioneer in chemotherapy. Even when a medical 
student he was interested in aniline dyes and discovered that proteins differed in their 
staining qualities—in fact it was frequently the only apparent difference. This led 
to his devising a differential stain for leucocytes. He also noticed that bacteria differed 
in their staining qualities. This gave him the idea that it might be possible to find 
a chemical with an especial affinity for the invading organism and little or none for 
the host, and to hang a side chain of arsenic to this chemical that would kill the germ 
and not harm the host. His 606th trial produced arsphenamine or salvarsan. 

Similarly the “sulfa” drugs were the result of conjugating a derivative of quinine 
with sulfanilimide. Sulfanilamide was first produced in 1908 by Gelmo whose in- 





Aveust 1952 VirGINIA MEpICAL MONTHLY 


terest in the chemical was from the point of view of the dye industry. In 1917 it was 
noted that some of these combinations would kill bacteria in a test tube and in 1932 
sulfamidochrysoidine was patented under the name of prontosil with the claim that it 
would kill bacteria in animals. The same year Gerhard Domagk, Director of the In- 
stitute of Experimental Pathology of the I. G. Farben Industrie, found that prontosil 
protected mice against fatal doses of streptococci. 

It sounds quite simple; all a chemotherapist has to do is to pick out the chem- 
ical radicals whose combination should have the qualities he is looking for. Next 
he must synthesize the substance he has in mind, and it has to stand the in vitro 
and the in vivo tests before it is subjected to the all important clinical test. If these 
tests are favorable the drug is put on the market. The test of time that follows may 
sustain the clinical test, but not infrequently it fails to do so. 

The making of a successful drug has long ceased to be a one man’s job. It is the 
work of groups or teams who have access to well equipped laboratories in which to 
make the drug and to test it in test tube and animal. The clinical tests are entrusted 
to teaching hospitals in several different localities. The average doctor who is finally 
privileged to use the drug often gets impatient at what he considers unnecessary delays, 
but he does not realize how much hard, scientific work goes into a modern worth-while 
drug. 

Right now a new drug which has gone through a course similar to the “sulfa” group 
has reached the clinical test stage. Jsonicotinic acid hydrazide was first made in 1912 
by two German students as a part of their work for a Ph. D. degree. These men, Hans 
Meyer and Joseph Mally, published their results in Monatschrifte der Chemie (33:393, 
1912); the Deutsche University at Prague conferred upon them its degree, and the 
new chemical, seemingly having fulfilled its destiny, sank into oblivion. In 1942 the 
Hoffman LaRoche Company and E. R. Squibb & Sons, independently of one another, 
became interested in the compound as a remedy for tuberculosis. Nydrazid, as it is 
better known by the laity, is now in the midst of the clinical test stage. The results so far 


“sure cures” in the past that it 


are very promising, but tuberculosis has had so many 
behooves one to withhold judgment until all the evidence is in. In any event it is the 
most recent example of the great care the chemotherapists take to find safe and worth- 


while remedies. 


Unjust Criticisms of the Rural Practitioner 


LSEWHERE in this issue of the VirctINIA MepicaAL MONTHLY there appears an 
article entitled “Unjust. Criticisms of the Rural Practitioner’. This article has 
been submitted by the recently appointed director of the General Practice Department of 
the University of Tennessee in Memphis. Prior to accepting this position Dr. William- 


son was engaged in rural practice in the northwest. 


Organized medicine took cognizance of the need for improved medical care in rural 


areas some seven or eight years ago. At first a rural health committee was organized 
and this has grown into the Council on Rural Health. This Council is chairmaned by 
Dr. F. S. Crockett and is accountable directly to the Board of Trustees of the AMA. 
As a result of the interest of Dr. Crockett and his excellent council a very positive 
program for improving medical care in rural areas has been evolved. 

The American Medical Association through the Council on Rural Health has spon- 
sored six annual conferences on rural health. The last of these was held in Denver 
and the next is scheduled to be held in Roanoke, Virginia, in February, 1953. Through 
the medium of these conferences programs have been evolved and perhaps of more 
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immediate importance, rural people through their farm organizations have been made 


aware of the interest of organized medicine in improving their medical care and there- 
fore a very excellent job of public relations has been accomplished through this con- 
ference. Many of the points made by Dr. Williamson have been discussed at length 
in these conferences. 

In the article referred to in the initial paragraph of this editorial the author calls 
attention in a straightforward manner to four of the criticisms most commonly leveled 
at the rural practitioner. It is natural that they would be heard in certain areas more 
frequently than in others but they are the criticisms’ most often expressed. He has 
gone further and endeavored to answer these criticisms in an equally straightforward 
manner. 

That these criticisms would be admitted to by all rural practitioners or further that 
their solution would result in completely satisfactory medical care for all people re- 
siding in rural areas would be utopian. Nevertheless it is through such frank discus- 
sion that all of us are brought together in a better understanding of the problems and 
as a result solutions may more frequently be found. 

JouNn O. Boyp, Jr., M.D. 


Essay Contest 


HE Association of American Physicians and Surgeons, an organization which rep- 

resents physicians exclusively in medical economics, public relations and legisla- 
tion, in 1946, decided to do something about saving the nation’s high school students 
from Socialism. 

Stimulating the Association to sponsor an annual national Essay Contest for high 
school students on the subject “Why The Private Practice Of Medicine Furnishes This 
Country With The Finest Medical Care’’, were the results of the 1944 Purdue Univer- 
sity poll of high school students which disclosed that 77% of them favored the “gov- 
ernment providing medical services for all’ (socialized medicine). 

Each year for the past six years, the Association has offered cash prizes of $1,000, 
first; $500, second; $100, third and $25.00 each for fourth, fifth and sixth for the six 
best Essays written in the nation. 

The effectiveness of the Essay Contest is beginning to prove itself. The 1950 Pur- 
due poll of high school students revealed that the percentage favoring socialized medicine 
had been reduced to.55% from the high of 80% in 1948. 

The AAPS Essay Contest is a dynamic force for good in the battle against socialized 
medicine and Socialism. It is obvious that the work of enlightening the adult citizenry 
will have been in vain if we lose the minds of our young students to Socialism. 

If we fail to correct this misconception of the country’s youth, in a few years these 
future young voters will be able to vote the country into socialized medicine and 
Socialism. 

The Essay Contest has earned increasing success in each of its six years of sponsor- 
ship and splendid cooperation is given to it by county and state medical societies 
throughout the country. 

The 1952 $1,000 first prize winning Essay, written by Bill Carr of Gulfport, Mis- 
sissippi, appears in abstract form in the Miscellaneous Department of this Journal. 

James P. Kino, M.D. 
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Make Your Plans to Attend 

The 105th meeting of The Medical Society of 
Virginia in Richmond, September 28, 29, 30 and 
October 1, under the presidency of Dr. John T. T. 
Hundley of Lynchburg. Headquarters will be The 
Jefferson Hotel, where the various sessions will be 
held. 

The program appearing in this issue of the 
MoNTHLY shows a number of subjects to attract 
the interest of all, as well as several symposia, a 
couple of Roundtable Discussions and, on the last 
morning, a Clinicopathological Conference. Guest 
speakers will be Dr. Hugh R. Butt of Rochester, 
Minnesota, and Dr. Gordon Douglas of New York 
City. 

The Exhibits—scientific and technical—have an 
educational value and should not be overlooked. 
They are well worthwhile. 

A cocktail party and banquet on Tuesday evening 
will be a time for social gatherings and a pleasant 
intermission from the scientific sessions. 

With the number of hotels in Richmond, there 
will be ample room for all, so make your plans to be 


among those present. 


Norfolk County Medical Society. 

At the annual meeting of the Society in June, Dr. 
George A. Duncan became president. 
officers (all of Norfolk) to serve with him are Dr. 
Donald T. Faulkner as recording secretary; Dr. A. 
Randolph Garnett as corresponding secretary; and 
Dr. James T. May as treasurer. 


Dr. Lippard to Go to Yale. 

Dr. Vernon W. Lippard, dean of the department 
of medicine, University of Virginia, will become dean 
of the Medical School at Yale University on Jan- 
uary 1. He will succeed Dr. C. N. Hugh Long. 
Dr. Lippard has been dean of the Medical Depart- 
ment at the University since 1949. Prior to this, 
he was associate dean of the College of Physicians 
and Surgeons at Columbia University from 1939 
to 1946, and dean of the School of Medicine at 
Louisiana State University from 1946 to 1949. He 
is a native of Marlboro, Massachusetts, and a grad- 
uate in medicine of the Yale School of Medicine in 


1929. 


The other 


“New Vinton Bridge Honors ‘Country Doc- 
tor” 

Was the caption accompanying a picture in the 
Roanoke World News of June 15, which showed 
the new $70,000 bridge over the railroad in Vinton. 
This was dedicated on June 22 as the Garthright 
Memorial Bridge, honoring the late Dr. Robert 
Hunter Garthright who practiced medicine in Vin- 
During his practice, he officiated 
Many of these as 


ton for 55 years. 
at the birth of 1939 babies. 
grandparents and parents attended the exercises. 
A daughter, Miss Edith Garthright, and a son, Ed- 
ward F. Garthright, joined State officials in paying 
this tribute to their father. 

Two More Blantons in Richmond. 

Drs. Wyndham B. and H. Wallace Blanton an- 
nounce the association in the practice of medicine 
of Dr. Wyndham B. Blanton, Jr. and Dr. Frank 
McFaden Blanton. They have offices at 828 West 
Franklin Street, Richmond. 


American College of Chest Physicians. 

A total of 932 physicians and guests attended the 
18th Annual Meeting of the College at the Con- 
gress Hotel, Chicago, June 5-8, 1952. The roster 
included members from 44 states, Hawaii, Canada 
and 17 other countries. A scientific program deal- 
ing with various aspects of heart and lung disease 
was presented by leading physicians in the specialty. 

Among the highlights of the meeting were the 
awarding of the College Medal to Dr. Chevalier 
Jackson, Philadelphia, for meritorious achievement 
in the specialty of diseases of the chest, and the 


presentation of the essay award of $250 to Dr. C. 
Walton Lillehei, Department of Surgery, Univer- 
sity of Minnesota Medical School, for his essay 
‘Experimental Bacterial Endocarditis and Prolifera- 
tive Glomerulonephritis.” 

Mr. Murray Kornfeld, Executive Director of the 
organization, was presented with a scroll in recog- 


nition of 25 years of service. This was presented 
by Dr. Jay Arthur Myers, Editor-in-Chief of Dis- 
eases of the Chest, as well as a past president of the 
College. Mr. Kornfeld was responsible for the or- 
ganization of the American College of Chest Phy- 
sicians and its journal, and has served as Managing 
Editor of the journal since its inception. 
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Officers of the College elected to serve for 1952- 
53 are: President, Dr. Andrew L. Banyai, Mil- 
waukee; President-Elect, Dr. Alvis E. Greer, Hous- 
ton, Texas; Vice-Presidents, Drs. William A. Hud- 
son, Detroit, and James H. Stygall, Indianapolis; 
Treasurer, Dr. Minas Joannides, Chicago; Assistant 
Treasurer, Dr. Charles K. Petter, Waukegan, I]- 
linois; Chairman of the Board of Regents, Dr. Don- 
ald R. McKay, Buffalo; and Historian, Dr. Carl C. 
Aven, Atlanta. 

Dr. Dean B. Cole, Richmond, is a member of the 
Board of Regents, and Dr. Charles L. Harrell, Nor- 
folk, is a member of the Board of Governors. 

The next Meeting will be held at the Hotel New 
Yorker, New York City, May 28-31, 1953. 


International Fertility Association Formed. 

On October 18, 1951, in Rio de Janeiro, Brazil, 
delegates from twelve nations founded this Associa- 
tion. Its aims are: 

1. To study the problems of Fertility and Sterility 
in their broad implications. 

2. To stimulate scientific investigation and social 
awareness in the field of Fertility and Sterility. 

3. To standardize and orient nomenclature, ter- 
minology, tests and evaluation of diagnostic methods 
and therapy, throughout the world. 

4. To hold international congresses in the specialty 
in different parts of the world. 
are to be regularly scheduled. 


These congresses 


The First World Congress on Fertility and Ste- 
rility sponsored by the new society will be held in 
conjunction with the American Society for the Study 
of Sterility in New York City in May, 1953. 

For further information, write to Dr. Abner I. 
Weisman, Associate Secretary-General, 1160 Fifth 
Avenue, New York, N. Y. 

Dr. E. G. Gill, 

Roanoke, by invitation addressed the Tidewater 
Ophthalmological Society in Norfolk on May 22nd. 
His subject was “Recent Advances in Cataract Sur- 
gery’ and the paper was illustrated with lantern 
slides and motion pictures. 


Dr.and Mrs. H. Page Mauck, 

Richmond, left about the middle of June to spend 
some time in England, where Dr. Mauck attended 
the joint meeting of the British and American Or- 
thopedic Associations. 
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The American Board of Obstetrics ani 

Gynecology 

Announces the election of the following offices 
at its recent annual meeting, held in Chicago, in 
June: 

President, Dr. Walter T. Dannreuther, New York 
City; Vice-Presidents, Drs. F. Bayard Carter, Dur- 
ham, N. C. and Robert A. Kimbrough, Jr., Phila- 
delphia; Secretary-Treasurer, Dr. Robert L. Faulk- 
ner, Cleveland; Assistant Secretary, Dr. Lawrence 
M. Randall, Rochester, Minn. 

The next scheduled examination (Part I), written 
examination and review of case histories, for all 
candidates will be held 
United States, Canada, and military centers outside 
the continental United States, on Friday, 6 Feb- 
ruary 1953. Application for examination or reexam- 


in various cities of the 


ination, as well as request for resubmission of case 
reports, must be made to the Secretary prior to | 
November 1952. Address Robert L. Faulkner, M.D., 
Secretary, 2105 Adelbert Road, Cleveland 6, Ohio. 


American Public Health Association. 

The 80th annual meeting of the Association 
and the annual meetings of 38 related organiza- 
tions will be held in the Public Auditorium, Cleve- 
land, Ohio, October 20-24. More than 5,000 pro- 
fessional public health workers from all parts of 
the free world will attend. The program will in- 
clude papers on a wide variety of subjects. 

The Lasker Awards for 1952 for outstanding con- 
tributions in medical research and public health 
administration will be presented on Tuesday even- 
ing, October 21. The Sedgwick Memorial Medal, 
given for distinguished service in public health, 
will be awarded at the Banquet Session on Thurs- 
day evening, October 23rd. 

Further information may be obtained from Dr. 
Reginald M. Atwater, executive secretary, at 1790 
Broadway, New York City. 


Full Time Medical Directors 

To handle medical civil defense problems arising 
in each regional geographical area are needed. The 
job pays $10,800 a year and the states included in 
Region 2 are Pennsylvania, Maryland, Virginia, 
West Virginia and North Carolina. Any one in these 
states interested should write H. R. Battley, Southern 
States Building, 7th and Main Streets, Richmond 
19, Virginia for requirements and details. 
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Tele-Clinic. 

The fourth 
highlights of the proceedings of the fourth annual 
scientific assembly of the American Academy of 
General Practice held in Atlantic City in March. 
This motion picture was developed by Wyeth In- 


edition of Tele-Clinic features the 


corporated, Philadelphia, well known pharmaceu- 
tical house. It is a 35-minute, 16 mm black and 
white sound film. Fifty-five prints have been made 
and it is available to medical societies, hospitals, 
nurse groups and other medical organizations by 


Wyeth. 
Virginia Obstetrical and Gynecological So- 
ciety. 

The Spring Travel Meeting of this Society was 
a success in every way. Clinics, ward walks, and 
papers were had at Bellevue, the New York Lying- 
In Hospital, and the Sloane Hospital, and members 
had the opportunity to meet with a number of ce- 
lebrities in that section. Social activities were also 
enjoyed. 

Those who made up the 1952 Travel Club were: 
Drs. Thomas G. Bell, Staunton; Milton H. Bland, 
William E. Byrd, Randolph Garnett, John R. 
Knight, Paige E. Thornhill, Norfolk; Chester D. 
Bradley, Newport News; A. L. Carson, Jr., Gwen 
Hudson, Joseph C. Parker, Spotswood Robins, Eric 
C. Schelin, Henry C. Spalding, Meyer Vitsky, Hud- 
nall Ware, Jr., Richmond; John F. Gayle, Hamp- 
ton; James M. Habel, Suffolk; M. H. McClintic, 
Walter L. McMann, Danville; John M. Nokes, 
Charlottesville; Harrison Picot, Preston Titus, Al- 
exandria; George Speck, Arlington; Joseph E. War- 
ren, Lynchburg. Guests were Drs. Wilbur J. Baggs, 
Newport News; Isa Grant, Richmond; Benjamin 
Inloes, Langley Field; and Lester Wilson, Char- 
lottesville. 

Correction in Dates of Postgraduate Course. 

On page 414 of the July MonTHLY, a typograph- 
ical error was made in giving dates for the Clinical 
Session (Postgraduate) of the VirGINIA SOCIETY OF 
OPHTHALMOLOGY AND OTOLARYNGOLOGY. These 
sessions are to be in Charlottesville, November 18, 
19, 20 and 21, 1952. 
38th Parallel Medical Society. 

Col. Walter M. Bartlett, Decatur, Georgia, Med- 
ical Consultant at Eighth Army Headguarters, has 
been elected president of this Society, and Capt. 
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Inger Schulstad, a woman doctor with the Norwegian 
Surgical Hospital, secretary. 

The unique society is composed of medical per- 
sonnel in I Corps and adjacent IX Corps areas. It 
meets twice a month on the 38th parallel at the 
8055th MASH to hear experts, often from Japan 
or Department of Army, speak on medical subjects. 


Big Gifts to American Medical Education 

Foundation. 

Two major gifts to the Foundation, totalling more 
than $200,000 a year, have been made by the Chi- 
cago Medical Society and the Illinois State Medical 
Society. 

The American Medical Education Foundation was 
established in February 1951 as part of organized 
medicine’s fight against socialization, to raise funds 
to support medical schools and make unnecessary 
their subsidy and control by the federal government. 
Its accumulations, which are income tax-deductible, 
are turned over to the National Fund for Medical 
Education, which in turn distributes them to the 
nation’s medical schools. 

Already close to $1,000,000 has been collected 


and the fund-raising drive is still gathering impetus. 


The 1951 Inventory of Professional Reg- 
istered Nurses 
Is now off the press and copies are available at 


$1.00, from American Nurses’ Association, 2 Park 
Avenue, New York City 16. 
findings from the second inventory conducted by 


This report presents 


the American Nurses’ Association, the purpose of 
which was to determine the number and location 
of professional registered nurses, both active and 
inactive, in the United States and the Territories of 
Alaska, Hawaii and Puerto Rico. 
data was obtained on marital status, age, sex, and 


Supplementary 


type of position. 
Medical Resident Wanted. 

Beginning July 1, fully approved 165-bed general 
hospital has opening for Medical Resident. Stipend 
$150 a month and maintenance. Address “Medical 
Director”, C. & O. Hospital, Huntington, West Vir- 
( Adv.) 

Wanted— 


Experienced Superintendent of Nurses and Lab- 


ginia. 


oratory Technician for a small hospital. A satisfac- 
tory salary and maintenance. Lebanon General Hos- 


( Adv.) 


pital, Lebanon, Virginia. 
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OBITUARIES 


Dr. William Willcox Dunn, 

Retired physician of Richmond, died June 18, 
following an illness of two years. He was eighty- 
one years of age and a graduate of the College of 
Physicians and Surgeons of New York in 1894, 
following which he studied in Vienna and London. 
He located in Richmond in 1897 and for some years 
taught at the former University College of Med- 
icine. He was for sometime on the board of direc- 
tors of the Retreat for the Sick. He was a member 
of The Medical Society of Virginia of which he 
was also a member of its Fifty Year Club. His 
wife and two sons survive him. 


Dr. Tremaine Ernst Armstrong, 

For some years a prominent specialist of Hope- 
well, died July 8, following a long illness. 
seventy-five years of age and a graduate in medicine 
from the former College of Physicians and Surgeons 
of Baltimore in 1899. He joined The Medical So- 
ciety of Virginia the same year and was a member 
of its Fifty Year Club. He saw service in World 
War I. Shortly thereafter he located in Hopewell 
as a physician for the Tubize Corporation. His wife 


He was 


and a daughter survive him. 


Dr. James Breckenridge Dalton, 

Well known orthopedic surgeon of Richmond, died 
July 14 at the age of 66, after a long illness. He 
was a native of Carroll County and studied medicine 
at the former University College of Medicine, Rich- 
mond, from which he graduated in 1910. He later 
took special orthopedic work in New York. He was 
a member of several medical organizations and had 
been a member of The Medical Society of Virginia 
since 1917. His wife and a son, Dr. James B. Dal- 
ton, Jr., survive him. 

Dr. Wade Hampton Venable, 

Chatham, a retired medical missionary of the 
Southern Presbyterian Church, died July the 9th. 
He was 85 years of age and a graduate in medicine 
After 
retirement as a missionary in 1927, he served on 


from the University of Virginia in 1889. 


the staff of a tuberculosis sanatorium and later be- 
came resident director of a school in Chatham which 
position he held until he had to retire in 1935. be- 
cause of his health. 


Dr. George Dewey Pettit, 

Chilhowie, died unexpectedly at his home on Jun« 
20. He was a native of Spartanburg, S. C., and 5- 
years of age. He received his M. D. degree from th: 
Medical College of Virginia in 1929 and locate: 
in Chilhowie in 1930 since which time he had prac 
ticed there. His wife and a sister survive him. 

BE IT RESOLVED that The Smyth County Medical Societ; 
wishes to express to the family of Dr. George D. Petti: 
its deepest sympathy in their great loss. 

That The Medical Society, Chilhowie, and Smyth 
County have lost a valuable and sincere citizen who has 
spent many years in the service of his community. 

That a copy of this resolution be made a part of the 
records of this Society, and that a copy be sent to The 
Medical Society of Virginia for publication in the Medical 
Monthly. 

THE SMYTH CouNTY MEDICAL SOcIETY 


Dr. Luther Clyde Ferebee, 

Former coroner of Norfolk County and a former 
member of the General Assembly of Virginia, died 
on June the 4th after a heart attack. He was sixty- 
seven years of age and a graduate of the Medical 
College of Virginia in 1910. He was formerly a 
member of The Medical Society of Virginia. Two 
daughters and a son survive him. 


Dr. Olin West, 

Nashville, Tenn., died June 20, at the age of 77. 
He was for many years Secretary and General Man- 
ager of the American Medical Association, a posi- 
tion he held until April 1946 when he retired on 
account of his health and returned to Nashville to 
live. He will be remembered not only as an ex- 
cellent official of the Association but also for his 
geniality and understanding of the problems of the 


individual doctor. 


Dr. Robert Klaus Waller, 

Assistant professor of legal medicine and an in- 
structor in clinical pathology at Medical College of 
Virginia from which he graduated in 1949, died 
July 14 at a Maryland hospital, from injuries re- 
ceived the preceding day in an automobile accident. 
He was born in Vienna, Austria but came to the 
United States in 1939. He was deputy State medical 
examiner and was the recipient of a grant from the 
Markle Foundation for special training as a serolo- 


gist. His wife and two children survive him. 





